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ABSTRACT
Background: Whilst quantitative evidence on the potential mental health benefits of
therapeutic recreation for persons living with a mental illness has grown, there remains a
need to increase insight and understanding on the advantages for mental health from the
perspective of persons with a lived experience. The aim of this study was to explore how
persons with a lived experience realise their recovery through the use of therapeutic
recreation (TR). The TR program under investigation was an immersive nature-based
adventure camp, known as Recovery Camp, which simultaneously acted as an atypical
clinical work placement for undergraduate nursing students to gain insight from the lived
experience of persons with a mental illness.
Research Design
Methodology: This study has used a qualitative methodological approach to inquire on
the meaning of an immersive therapeutic recreation experience for persons living with a
mental illness. The underlying assumptions of new interpretative phenomenology informs
the philosophical basis of inquiry.
Methods: A purposive sample of twenty-five persons with a mental illness (n=25)
attending Recovery Camp were invited to participate in the study. The narrative data were
collected from individual in-depth semi-structured interviews. The transcribed verbatim
narratives were analysed using van Kaam’s Psychophenomenological Method (PPM)
devised by Andersen and Eppard (1998). Structural elements, themes and an overall
essence of meaning were identified from the participants’ narratives.
Findings: Drawn from the participants’ narratives 13 elements were identified and lead
to the formation of five themes and an overall essence of meaning. These themes are
Connections with nursing students; Mentoring connections; Connections with myself;
i

and, Enabling environment. The core essence of meaning reflects the significant
connectedness that was experienced on many levels and was identified as Meaningful
connections.
Discussion: Conceptual knowledge with reference to the use of TR to facilitate
meaningful engagement for persons with a mental illness by Iwasaki et al. (2018), and
notions on personal mental health recovery by Leamy et al. (2011) and Glover (2016)
were drawn upon to discuss the findings.
Conclusion and implications for practice: Therapeutic recreation presents a
community-based means to promote personal mental health recovery. The findings of this
study corroborates the existing research undertaken on Recovery Camp and adds to the
growing body of knowledge on nature-based TR. An important finding was the
participants’ use of their lived experience to educate the undergraduate nursing students
with the purpose to reduce stigmatising attitudes. This research and TR program gives
voice to individuals with a lived experience of mental illness who are often stigmatised,
unheard and underrepresented. Over nine years, Recovery Camp has grown into a service
which offers regular opportunities for residents in Australia to participate. As such, this
study reveals that Recovery Camp is a worthwhile community-based initiative. The
dissemination of the PhD study’s findings will serve to increase the reach of programs
like Recovery Camp to a wider audience and include a greater scope of mental health
researchers and practitioners as well as those interested in nature-based TR.

Keywords: Mental illness; lived experience; phenomenology; therapeutic recreation;
mental health recovery; therapeutic alliance
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GLOSSARY OF KEY TERMS
Acronym

Term

APA

American Psychiatric
Association

APC

Australian Productivity
Commission

Clinical
recovery

Clinical mental health
recovery

Consumer
DSM-5

Consumer of mental health
services
Diagnostic and Statistical
Manual of Mental Disorders
(5th edition)

GP

General Practitioner

Group facilitators

ICD-11

International Classification
of Diseases (edition 11)

NGO

Non-government
organisation

NSW

New South Wales

Nursing
students

Undergraduate nursing
students

Definition
The association representing qualified and
trainee psychiatrists in the United States of
America (USA).
The Australian Government's principal
advisory organisation on policy and
regulation which includes social issues.
Predominately defined by mental health
clinicians and is characterised by the
lessening or cessation of the symptoms
caused by mental illness.
People who access a service from mental
health care organisations.
The fifth edition of the Diagnostic and
Statistical Manual is the current
classification system used to diagnose
mental illness and mental disorders.
A general practitioner is a physician who
is qualified in general medical practice.
GPs are community-based and treat a
broad range of medical conditions and
health issues.
Academic and nursing staff experienced in
pedagogy and/or mental health who act as
group facilitators during Recovery Camp.
Also referred to by consumers as leaders.
The 11th edition of the International
Classification of Diseases (ICD-11) is the
current edition of a standardised diagnostic
tool that can be used for clinical purposes
to diagnose mental illness as well as other
health conditions.
Are non-government managed services
that are funded by government to provide
community-based and recovery-oriented
mental health services.
The state of Australia where the research
study was conducted.
The undergraduate nursing students who
attend Recovery Camp on a professional
placement as part of their academic and
professional learning. May be referred to
in-text and by the study participants as
nursing students, students, or nurses.

xix

NVivo 12 TM

NVivo

Participants

Consumers or volunteers

PPM

Psychophenomenological
Method
Personal mental health
recovery

Recovery

RN

Registered nurse

TR

Therapeutic recreation

WHO

World Health Organization

A software research program provided by
QSR International and is used for the
management of qualitative data.
People with a lived experience of mental
illness attending Recovery Camp who have
voluntarily consented to be participants of
the research study. The participants may
refer to themselves in-text as consumers or
volunteers.
A qualitative phenomenological method of
data analysis devised by van Kaam.
The consumer-led organisation, Scottish
Recovery Network (2019, p. 1), claims:
“Recovery means being able to live a good
life, as defined by the person, with or
without symptoms.”
Are typically university trained skilled
health care professionals who provide
compassionate nursing health care to
persons at crucial times in their lives.
TR is considered as a therapy specifically
developed to use recreational activities to
“restore, remediate, and rehabilitate a
person’s level of functioning and
independence”(American
Therapeutic
Recreation Association 2021, p. 1).
A specialised organisation of the United
Nations which is involved with global
public health.
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CONVENTIONS
The following conventions have been used throughout the writing of the thesis. For ease
of reading, persons living with a mental illness who participated in the Recovery Camp
program are referred to as consumers. Persons with a lived experience of mental illness
who contributed to the research study are referred to as participants. Any persons
attending Recovery Camp with or without a mental illness are collectively known as camp
attendees. Single quotation marks are used throughout this thesis for emphasis. For
example, ‘real-world’. An interpretative phenomenological approach was taken for this
study. It is appropriate when using this methodological perspective to refer to the
involvement of the researcher within the text in the first person (Lincoln et al. 2011). This
form of researcher reflection includes written descriptive accounts of my involvement
with the terms ‘I’ and ‘myself’ being used. It is also methodologically suitable and
enhances the authenticity of the study’s findings to use direct quotations from the
transcribed narratives (Lincoln et al. 2011). Furthermore, using the participants’ words to
emulate their experience supports the position which honours the individual’s lived
experience as a valuable body of knowledge and expertise. This perspective is different
from the knowledge of researchers, academics and mental health professionals (Byrne et
al. 2013). As such, the participants’ perspective is often referred to throughout the thesis
by the term the first voice perspective. The following summary of conventions used
outlines the formatting conventions used throughout the thesis
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FORMATTING CONVENTIONS
Convention

Participants’
narrative less than
30 words used in
text within the main
body of writing
Participants’
narrative or
quotation greater
than 30 words and
used as an
illustration
Elements
Themes
Core essence of
meaning

Format

12-point, double
quotation marks,
double line spacing
11-point, indented
paragraph, single
line spacing

12-point, italic font
12-point, bold and
italic font
12-point, bold font

Example
Jo stated, “I’ve been on several camps now
and I love going back.”
I’ve been on several camps now and I
love going back. (Jo)

To be heard
Connections with nursing students
Meaningful connections

The referencing style used is the Harvard (Australian Government Publishing Services)
author-date style (2002) in accordance to the School of Nursing’s referencing guidelines
at the University of Wollongong (University of Wollongong 2020). The spelling
conventions conform with the English (Australian) language.
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CHAPTER ONE
INTRODUCTION
This thesis examines the meaning of TR for people living with a mental illness of their
participation in an immersive nature-based adventure camp. In doing so, this thesis
reports on their lived experience and emulates their story of mental health recovery.

The inspiration for this study arose from my attendance, as an undergraduate nursing
student, at an atypical clinical work-based placement known as Recovery Camp. This was
a unique experience for me as I was immersed in an environment where I gained a deep
insight into the lives of a group of people with a mental illness who also participated in
the Recovery Camp program. The nature-based adventure camp was set in the Australian
outdoors in a forest setting colloquially known as ‘the bush’ 1 . During which we all
climbed together over obstacles, pulled on ropes, swung in the air at great height from the
trees, walked in the sunshine, ate together, danced together, sat together by the river and
campfire, listened to each other, and laughed together. Within this spirit of camaraderie
and togetherness, I was humbled to witness the strength of persons who face daily
struggles of having a mental illness. For me, as an undergraduate nursing student, it was
the most positive clinical work-based placement I had ever attended because of the
meaningful engagement and deep connections that were formed with the people there.

In Australia, a forest setting is often referred to as ‘the bush’ and mainly consists of native flora and fauna
unique to the Australian landscape.

1

1

One person had a profound effect on me during this clinical placement. I was drawn to a
woman who stayed on the outskirts of the group dynamic. I noticed she avoided social
interaction, rarely spoke, and avoided eye contact. From an observing, lay perspective,
she appeared detached and somewhat eccentric. I often saw her strolling around the forest
and intently examining the woodland flora. Gradually over the days, I joined her on her
forest adventures, and she appeared happy for me to do so. She smiled broadly as she
explained about her mycology collection and enthusiastically showed me several hundred
photographs and intricate drawings of mushrooms and fungi. I remember being delighted
by her hidden talents and reflecting that if I had not approached her, or had not been
patient in building the relationship, I would have never had known the charming qualities
she possessed. We formed a rapport and spent the rest of the camp together chatting,
sharing and laughing about all manner of topics. I believed that the alliance that developed
between us increased her trust in others so that she no longer stayed on the outskirts of
the group dynamic. She became more adventurous and took a lead during the TR activities
and spoke out in group discussions sharing her extensive knowledge on many topics.
Seeing her blossom had a profound emotional effect on me as I felt I had seen her true
spirit, without preconceptions of her diagnosis. I later discovered she considered herself
as a voice hearer and typically did not engage with others. Upon reflection, I wonder, at
that time as an inexperienced naïve student nurse, if I had met her in an acute in-patient
setting, whether I would have treated her any differently having known her diagnosis. If
so, I would have missed a valuable opportunity to gain insight into the unique qualities
of a fellow human being. In hindsight, I also wonder if I had not formed the emotional
connections with people living with a mental illness, whilst at Recovery Camp, whether I
would have decided to make mental health nursing my career.
2

Furthermore, I was impressed by the positive and proactive attitude and the dedication
that went into the organisation of Recovery Camp. I was drawn to the passionate altruism
of the nurses and academics who went above and beyond much of what I had previously
seen in mental health nursing. Witnessing the facilitation of a project which empowered
persons with a mental illness, who at Recovery Camp are known as consumers, resonated
with my own beliefs on social justice and humanistic values. It was this combination of
the human connections made at Recovery Camp and an awareness of the sound facilitation
of a project for altruistic gain that led me to follow my career path into mental health.

From these beginnings, I became determined to capture the lived experience of a group
of people who overcome numerous daily barriers resulting from their diagnosed illness.
Despite these barriers, I have witnessed their flourishing which continues to this day. It
has been nine years since I first attended Recovery Camp as a naïve undergraduate nursing
student. In this time, my nursing career in mental health has become well established and
I have attended numerous Recovery Camps as a PhD candidate and a group facilitator. I
have been privileged to reconnect with people who attend Recovery Camp regularly and
have witnessed their personal growth as they have witnessed mine. The benefits of these
encounters are mutual. As my academic and theoretical knowledge expands, my
understanding and insights gained from listening to the consumers of their perceived
benefits of TR have deepened considerably. Likewise, my respect for their stories and
their on-going achievements have been sustained. My honouring of their stories and their
lives is in the form of this PhD thesis.

3

Searching the literature on using a nature-based adventure camp as a TR experience for
persons living with a mental illness uncovered a number of initiatives. One of these
initiatives was reported by Cotton and Butselaar (2013) who undertook research which
used a cross-sectorial collaborative approach between the Australian state government,
mental health and community recreation sectors to promote social inclusion for youth and
adults with a mental illness. A program evaluation of 12 outdoor adventure camps was
conducted with 108 participants (n=108) who attended the various four-day camps. The
study’s participants completed questionnaires and the quantitative and qualitative data
were collected at baseline, post-intervention and at a four week follow up. The findings
demonstrated a significant improvement over social connectedness, self-esteem and
mastery , and with significant increase of these characteristics from the baseline to the
end of camp (Cotton & Butselaar 2013). Other reported outcomes from the participants
were that of overall improvements in mental health, physical health and well-being
(Cotton & Butselaar 2013). The study by Cotton and Butselaar (2013) highlights the
potential of TR to be viewed favourably by persons with a mental illness and with the
benefit of social, psychological and mental health improvements. These findings
suggested that TR can act as an adjunct to mental health care and from a research
perspective was worth investigating further.

From reviewing the evidence, I discovered Recovery Camp was unique as a therapeutic
recreation project for having the combined purpose of acting as a clinical work-based
placement for undergraduate nursing students in addition to delivering a purposefully
designed TR experience for people living with a mental illness. Anecdotally, I had
4

observed the positive effect on everyone who had attended the program and wanted to
understand what it meant to the consumers from their perspective.

As I commenced the PhD study, my initial thoughts concerned how does the TR activities
delivered at Recovery Camp influence the positive mental states of the consumers? In
mental health care, a recovery-oriented, person-centred and strength-based approach is
regarded as best practice and considered superior to any other alternatives to promote
personal mental health recovery (Leamy et al. 2011). Yet, there exists some uncertainty
on what personal mental health recovery can mean in some clinical service settings. In
these instances, recovery is regarded as the reduction of clinical symptoms and may
overlook the holistic needs of the person (Le Boutillier et al. 2015). I wondered whether
the ethos and approach of TR programs were congruent with the consumers’ vision of
realising personal mental health recovery. Similarly, there are significant barriers that
impede the realisation of mental health recovery (Clayton et al. 2020; Netto et al. 2016)
and I wanted to delve deeply into whether TR enabled consumers to overcome some of
these barriers, and if so, how? Additionally, I was curious on what it meant to consumers
to participate in TR with the undergraduate nursing students and how the students’
presence influenced the consumers’ experience of TR and their mental health.

I had learnt a valuable lesson from listening and building a rapport with the woman who
initially had a profound effect on me. By listening to her I had gained insight into her
lived experience and had viewed her differently from the connections we had formed. I
believed, and still do believe, the most appropriate method to understand mental health
recovery and how persons overcome the barriers inhibiting recovery is to learn from those
5

living the experience. A term used by Lauckner et al. (2018) and White et al. (2020) to
describe the subjective perspective of the lived experience is known as the first voice
perspective. This term is highly suitable to emulate the voice of those living the
experience and is referred to often throughout the thesis to describe the perspective of
persons’ lived experience.

Additionally, I have considered the different forms of mental health care settings and the
development of a holistic approach to mental health in which recreation was regarded as
an emerging therapy. To set the scene of TR as being the intervention I have described
the TR program, Recovery Camp, in depth in Chapter Three. To deeply understand the
benefits of nature-based TR for people living a mental illness I fully engaged with the
existing literature relating to TR by undertaking a systematic review. The citation from
this review is provided on page vii of this thesis. Several key points were identified from
the existing evidence which were:
•

Opportunities for social engagement is strengthened and can improve mental wellbeing (Dadvand et al. 2016; Fenton et al. 2017; Picton et al. 2020)

•

Undertaking TR can promote self-determination, goal setting and team building
(Lamont et al. 2017; Moxham et al. 2017; Patterson et al. 2016).

•

Natural ecological settings can be viewed as places providing respite and
restoration from stressful endeavours (Kaplan 1995; Korpela et al. 2014; Picton
et al. 2020).

These findings indicate it is possible for mental health services to deliver TR activities
that offer social engagement in natural ecological settings for improved mental health.
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Internationally and nationally, it is recognised that persons living with a mental illness
benefit from a multidimensional approach to support their holistic health and wellness
(Commonwealth of Australia 2013; Slade & Longdon 2015). Professional bodies such as
the Australian College of Mental Health Nurses (2010) 2 consider a holistic approach as
an essential standard of practice for registered nurses working in mental health. Fenton et
al. (2017) asserts the use of recreation is one facet of the holistic approach advocated and
has the potential to increase social, physical and mental health. Therapeutic recreation is
predominantly used in the United States of America and Canada as a therapeutic means
and is emerging in Australia (Moxham et al. 2015). Yet in Australia, there is a significant
lack of evidence on what participating in TR means to persons living with a mental illness
from their perspective and how it may contribute to their mental health. Some exceptions
are the work by Pegg and colleagues (Patterson & Pegg 2009; Pegg & Moxham 2000;
Stumbo et al. 2015), who examined how regular participation in leisure 3 activities can aid
persons with intellectual disabilities or mental illnesses, particularly because they often
experience a large amount of free time. Many persons with a mental illness or with a
disability can experience an excessive amount of free time due a lack of occupational and
vocational opportunities, marginalisation, social exclusion and social isolation (White et
al. 2020). From the aforementioned studies numerous positive benefits were identified
from participation in TR and included making new friends and experiencing a sense of

2
The Australian College of Mental Health Nurses (ACMHN) is the professional organisation for nurses
practicing in mental health settings in Australia (Australian College of Mental Health Nurses 2010).
3
Leisure time is commonly understood to be the time spent when not employed/working or when not
maintaining an existence, for example: shopping and doing household chores. Leisure activities are freely
chosen activities that occur during non-work time. Therapeutic recreation is the freely chosen participation
in purposefully designed leisure or recreation activities to enhance social, cognitive, psychological,
spiritual, physical and mental health (Anderson & Heyne 2012, 2016).
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accomplishment, self‐esteem, dignity and pride (Patterson & Pegg 2009; Pegg &
Moxham 2000; Stumbo et al. 2015).

Problem statement
Mental health recovery can be directed by a predominately clinical perspective and in this
process there can be lack of insight, social inclusion and autonomy of the person who is
experiencing the illness (Davey & Gordon 2017; Tew 2013). People with a mental illness
can encounter a multitude of barriers which can negatively impact on mental health
recovery (White et al. 2020). Amongst these barriers for individuals, already made
vulnerable because of the presence of distressing symptoms of mental illness, are the
existence of stigma, discrimination, loneliness and social exclusion within community
settings (Fortuna et al. 2019). Tew (2013) argues that social and cultural factors, including
having valued social roles, exert a major influence on determining whether mental health
recovery is sustained. Social roles, such as being an employee or being a mother, are often
limited during periods of illness (Moloney & Rohde 2017). Hence, there is a need for
interventions which improve mental health and provide opportunities to enhance social
inclusion, autonomy and reduce stigma for persons with serious and long-term mental
illnesses (Fenton et al. 2017; Picton et al. 2018).

Research aim
The aim of this present study was to explore how persons with a lived experience realise
their recovery through the use of therapeutic recreation (TR). As such, research was
conducted to gain insight into the meaning persons with a mental illness attribute to their
TR experience as it applies to Recovery Camp and explore the relationship between
8

personal mental health recovery and TR. The specific TR initiative is Recovery Camp.
The TR program delivered by Recovery Camp predominately occurs in an outdoor naturebased setting. As the study evolved and listening to the participants’ interviews, I also
considered whether being active in nature-based settings positively influenced mental
health.

Research question
The research question that guided this study was:
What meaning do people living with a mental illness attribute to their therapeutic
recreation experience in relation to their mental health?

Rationale
For persons living with a mental illness their view of their own recovery is a subjective
and personal concept unique to their perceptions, strengths and the barriers they
experience through living with their illness (Deegan 1996; Glover 2012; Lauckner et al.
2018). Personal mental health recovery is a holistic notion which includes social,
physical, psychological, environmental and recreational facets of health (Leamy et al.
2011; Tew 2013). According to the Australian Productivity Commission (2020a) 4 and
Naylor et al. (2017) further community-based initiatives are urgently needed to facilitate
individuals’ own realisation of recovery in less clinical settings. In Australia, little
evidence exists on the use of TR, in the form of an outdoor nature-based adventure camp,

The Australian Productivity Commission (APC) is the government's main advisory body on policy and
regulation and its purpose includes consideration of social issues (APC 2020b).
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to enhance mental health recovery from the subjective perspective of people living with
a mental illness (Moxham et al. 2015; Picton et al. 2020).

In order to promote the use of nature-based TR as a method to facilitate personal mental
health recovery greater understanding of its meaning is needed from the people
experiencing the intervention. This knowledge can inform mental health professionals
and those interested in TR to gain an evidence-base on what it means to individuals to
optimise TR activities to enhance personal mental health recovery. The specific
intervention, Recovery Camp, has informed research on numerous quantitative aspects of
TR, and from both the undergraduate nursing students’ and carers’ perspectives (Brighton
et al. 2016; Cowley et al. 2016; Moxham et al. 2015; Moxham et al. 2016; Moxham et al.
2017; Patterson et al. 2016; Perlman et al. 2017). Additionally, a quantitative research
paper by Taylor et al. (2017) examined self-determination for persons with a lived
experience who attended Recovery Camp. During the tenure of undertaking this PhD
thesis, Taylor (2018) conducted a mixed method PhD study and examined mental health
recovery through the specific lens of the Self-Determination Theory by Ryan and Deci
(2017).Yet, despite the extensive research conducted on Recovery Camp, only one small
scale qualitative study conducted by Picton (2016); Picton et al. (2018) was generated
exclusively from the first voice perspective on the meaning of TR. As part of a Bachelor
of Nursing Honours program, the descriptive phenomenological research study by Picton
(2016); Picton et al. (2018) interviewed five consumers on the meaning of Recovery
Camp in relation to personal mental health recovery. The findings identified that
empowerment was the major benefit experienced for persons with a mental illness from
10

their participation in the Recovery Camp program (Picton 2016; Picton et al. 2018).
Extending from these findings by Picton (2016); Picton et al. (2018), further in-depth
investigation was needed to understand specifically how personal mental health recovery
and the experience of empowerment are fulfilled through participation in TR during
Recovery Camp. For instance, greater understanding was needed in what ways do persons
with a lived experience feel empowered and how does this relate to the realisation of
mental health. To further the understanding of the lived experience these meanings
attributed to TR needed to be voiced by the person themselves in relationship to the
benefits to their mental health. Additionally, a similar methodological approach as the
study by Picton et al. (2018) is warranted to reveal the first voice perspective. Hence, this
current study builds upon the knowledge obtained in the Bachelor of Honours study by
creating new knowledge where these specific gaps were identified. Further discussion of
the knowledge gap is provided in Chapter Three.

Thesis structure
This thesis comprises of seven chapters. This chapter, Chapter One, has provided an
introduction which included a researcher reflection on the motivation for undertaking the
study and a summary on the significance of TR activities for persons living with a mental
illness that can aid personal mental health recovery. This chapter has also conveyed the
aim of the research and positioned the research question for the need to gather evidence
on the significance of nature-based TR, in the way of Recovery Camp, in relation to
mental health care.
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Chapter Two will present the background evidence to establish the underlying knowledge
base to inform this PhD study. This chapter is divided into three sections with the first
section providing an overview of mental illness and includes epidemiological data to
highlight the extent of mental illness throughout the global and local population. The
second section of Chapter Two explores the notion of personal mental health recovery.
The emergence of the consumer-led movement is discussed and considers how the first
voice perspective has redefined the perspective of mental health recovery. A conceptual
framework of personal mental health recovery devised by Leamy, Bird, Le Boutillier,
Williams and Slade (2011) and the processes of the Self-Righting Star® of Recovery by
Glover (2012) are introduced and provide an evidence-base that is referred throughout
this PhD thesis. The final section examines some of the barriers to mental health recovery
experienced by people who live with mental illness, in particular those that apply to the
participants of this study. This includes examining the historical context of mental health
and centuries of stigmatising attitudes towards persons with a mental illness. Also
considered is the significant impact of stigma upon social health, which is regarded as a
central barrier to recovery. Some of the politico-economic, occupational, and vocational
barriers are also discussed to highlight the difficulties the study’s participants have in
accessing meaningful community-based services and finding purposeful activity. It is
then posited that the intervention of the study, Recovery Camp, aims to address some of
these barriers for consumers by their involvement in a TR program.

Chapter Three consists of two sections; the first section presents an overview of the TR
program, Recovery Camp. The second section sets the contextual setting of the study by
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engaging with the literature on the use of nature-based TR for persons with a lived
experience of mental illness within community settings. Generated from the existing
evidence numerous commonalities are identified and discussed. The knowledge gap on
Recovery Camp is identified and the discourse forms the rationale of investigating the
lived experience of persons with a mental illness during their participation in TR.

Chapter Four is the research design chapter and comprises of two sections. The first
section considers the philosophical justification of using a qualitative phenomenological
approach as the methodology. The second section of the chapter involves the methods
used to undertake the research project. The description of the methods encompasses
recruitment and participant characteristics, ethical considerations and the method of data
collection. The description of the analytic method and how the quality of the study was
assured is also fully explicated.

Chapter Five, the findings chapter, provides the results of participants’ transcribed
narratives which emerged using the Psychophenomenological method (PPM) by van
Kaam (Anderson & Eppard 1998) to analyse the collected data. The use of PPM as the
method identified 13 elements drawn from the narrative data and reflect the meaningful
engagement that developed that was built on experiencing fun, forming trust, and feeling
valued. These themes are identified as:
•

Connections with nursing students

•

Mentoring Connections

•

Connections with myself
13

•

Enabling environment

The core essence of meaning, Meaningful connections, was identified to encompass all
the themes and elements. On the following page, Figure 1 illustrates the elements, themes,
and core essence of meaning derived from the findings.

The Sixth Chapter discusses the findings in relation to the notion of meaningful
engagement through the use of TR by Iwasaki, Messina and Hopper (2018) and is further
substantiated by current literature on personal mental health recovery by Leamy et al.
(2011) and Glover (2012).

Chapter Seven concludes and summarises the acquired knowledge and examines the
strengths and limitations of the study. A number of recommendations for future research
are explicated and the practical implications are considered. Finally, the thesis ends with
a personal reflection.
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To be heard

Connections with
nursing students

Tell it like it is
Addressing the power
imbalance

Meaningful connections

Making friends

Mentoring
connections

Understanding each other
Reaching out to others in
need
Fun for fun's sake

Connections with
myself

Growth

Sense of purpose
Social immersioninclusion

Enabling
environment

A safe place

New sense of self-identity

Connections with nature

Figure 1: Core essence of meaning, related themes, and elements
.
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CHAPTER TWO
BACKGROUND
Introduction
The background evidence, as presented in this chapter, comprehensively provides a
detailed discussion of mental illness, personal mental health recovery and considers the
barriers which inhibit mental health recovery to be realised. This chapter will explore the
barriers experienced on account of having lived experience of mental illness and how they
inhibit recovery. It will also thread together discussion on how recovery-oriented TR
programs, such as Recovery Camp, seek to address these barriers and other disparities to
promote recovery 5.

This chapter consists of three sections. The first section provides a general overview of
mental illness. Additionally, epidemiological data have been reported to provide an
overview of the extent of mental illness worldwide and in Australia. In doing so, this data
have substantiated both the breadth and depth of the far-reaching consequences many
people and communities experience when living with a mental illness. Some of the causes
which increase the vulnerability to mental illness have also been described to order to
gain an understanding of the complex interplay of factors influencing an individual’s
experience.

The second section of this chapter explores the concept of personal mental health
recovery. The emergence of the consumer-led movement which has strongly influenced
5

A deeper discussion on how TR may address these barriers will be provided in Chapter Three.
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the paradigm of personal mental health recovery is elucidated. Existing evidence
including a conceptual framework by Leamy et al. (2011) and the work by Glover (2012)
is presented and identifies the main elements linked to the notion of personal mental
health recovery.

The third section continues to build upon the argument previously explored in the first
section regarding the vulnerabilities experienced by certain population groups. As such,
a discussion is offered which examines some of the barriers experienced and the
vulnerabilities which impact on the lives of people with a mental illness. The notion is
introduced that recovery-oriented TR can form part of the holistic health care approach
to support people with mental illness to overcome many of these barriers. The conclusion
outlines the key points which supports the use of TR as a mental health care approach
which is further explicated in Chapter Three.

Section 1: Overview of mental illness in the adult population
Definition of mental illness
Mental illness is a collective term used to describe as a group of illnesses or disorders.
Colloquially, a mental disorder may be used to describe a mental illness. However, for
ease of reading the term mental illness will be used entirely throughout the thesis. The
American Psychiatric Association (APA) (2013, p. 20) has defined mental illness as:
“Health conditions involving changes in emotion, thinking or behavior (or a combination
of these). Mental illnesses are associated with distress and/or problems functioning in
social, work or family activities.”
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There is a distinction between having mental health problems and experiencing a mental
illness. Mental health problems are more widespread and can include a short-term state
of mental ill health experienced as a response to the stressors of life (Mental Health
Foundation 2018). Often, having a mental health problem is considered as less severe
than experiencing a diagnosed mental illness. Having a mental illness can exert a
pronounced and long-term effect on a person that on occasions requires specialised
treatment from mental health professionals (World Health Organization (WHO) 2018).
The APA (2021) regards a mental illness to be serious and long-term when there is a
considerable functional impairment, lasting over six months, which markedly impedes
several major life activities. Several commonly known examples of serious and long-term
mental illnesses are anxiety, depression, schizophrenia and bipolar affective disorder
(APA 2021). For the purpose of this current study the term mental illness refers to the
serious and long-term mental illnesses which according to the APA (2013) cause
substantial impairments in several of life’s activities including social interactions,
employment, and educational opportunities.

In Australia, the clinical diagnosis of a mental illness is typically classified by
psychiatrists, or clinical psychologists, using the Diagnostic and Statistical Manual of
Mental Disorders 5th edition (DSM-5)(APA 2013) or the International Classification of
Diseases (ICD-11) (WHO 2020b). There is some controversy over the use of the DSM-5
and ICD-11 to diagnose the type of mental illness that a person is thought to have (Bueter
2019; Wakefield 2016). Over several decades, there has been an on-going debate as to
the effectiveness of a tool which categorises a number of broad and sometimes vague
symptomology into an illness (Daya et al. 2020). Another critique by Bueter (2019) is
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that the use of the DSM-5 to diagnose creates a universal ‘one size fits all’ approach to
support and treatment. The over-reliance of the diagnostic tool used to prescribe
pharmacological treatments, which is strongly influenced by pharmaceutical companies,
has also been considered as restricting an individualised approach to mental health care
which necessitates various holistic forms of support (Bueter 2019).

With the extensive presence of societal stigma attached to a diagnosis of mental illness,
some consumers would rather avoid the use of a diagnosis (Forgione 2019). Instead, the
focus of care and treatment should be on relieving symptoms and achieving a more
personalised and holistic view of well-being (Daya et al. 2020). The qualitative study by
Daya et al. (2020) examined consumer perspectives of their mental health treatment with
some referring to the diagnostic labels as being crude, clinical, disrespectful and
disempowering. The authors purported that though some consumers may refer to the
clinical language attached to a diagnosis whilst navigating mental health services, they
believe the clinical language used does not fully represent the individual’s internal
experience.

The global impact of mental illness
The global burden of mental illness is extensive and the number of persons experiencing
a mental illness is increasing (WHO 2017). The two most common mental illnesses,
depression and anxiety, are becoming more widespread throughout the world (Australian
Bureau of Statistics (ABS) 2018). Persons experiencing depression account for 4.3% of
the population’s global burden of disease and over a 10 year period has increased 18.4%.
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Indeed, depression is regarded as the single 6 major contributor of disability for persons
worldwide (WHO 2017). Likewise, the number of people living with anxiety since 2005
has increased by 14.9% and is considered as the 6th major contributor of disability in the
global population (WHO 2017). Less prevalent but a commonly known mental illness is
bi-polar affective disorder which is estimated to occur in 0.61% of the global population.
Additionally, persons diagnosed with schizophrenia are estimated to comprise of 0.28%
of the population worldwide (Ritchie & Roser 2018). Overall, having a mental illness
accounts for one third of all years lived with disability throughout the world (Vigo et al.
2016; Walker et al. 2015).

The impact on health and wellness of having a mental illness is significant and
disproportionately high. Persons with depression and schizophrenia are more likely to
have a 40%-60% chance of dying prematurely of common preventable health conditions,
such as cardiac related conditions, diabetic related conditions and lung cancer, than
persons without a mental illness (WHO 2017). Life expectancy for persons with a mental
illness decreases by 9 to 25 years compared to people without a mental illness (Park et al.
2011; WHO 2014a). Similarly, the risk of suicide is considerably higher for persons with
a mental illness (Lopez-Morinigo et al. 2018). The World Health Organization (2020a),
estimates the global suicide rate is 10.6 per 100,000 persons and that suicide is the 3rd
highest cause of death for persons aged 15 to 44 years old worldwide. Hence, the presence
of having a mental illness carries the considerable burden of preventable health risks

Multiple associated health conditions such as cardiac conditions are grouped together and as such rank
higher than depression. However, depression is considered as one illness type and hence is the largest single
contributor of disability (WHO 2017).

6
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which require additional specialised support to reduce the likelihood of premature death
and suicide.

Care and treatment typically involves support from specialised mental health
professionals (Olfson 2016). Globally, there are insufficient numbers of adequately
trained mental health professions to meet the growing health needs of individuals who
have a mental illness and their families/carers (Olfson 2016). As such, many persons
living in the community are not receiving the treatment and support they need when at
their most vulnerable or gaining the support to lessen their vulnerability (APC 2020b;
Mental Health America 2020; Vigo et al. 2016).

These epidemiological figures serve to illustrate the magnitude of mental illness
worldwide and that, over time, more people will experience the disabling impacts of
having a mental illness. Given the extent and the severity of the disabling impacts,
including suicide and premature death, mental illness has become an urgent global issue
which requires an effective and prompt response in policy, practice, and research (Lund
2020). For this reason, addressing the impact of mental illness has become a global health
priority on the health planning agendas of many international countries (Lund 2020; Mills
2018). Research is needed to understand aspects of recovery for persons with mental
illness which can influence and inform policy, planning and practice. By examining the
evidence of quality interventions that enhance personal mental health recovery this
current research contributes to the global response of reducing the disabling impacts for
persons with mental illness and finding means for early suicide prevention.
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Mental illness in an Australian context
The setting for this present study is located in the state of New South Wales (NSW),
Australia. For this reason, an exploration is warranted of the unique aspects of having a
mental illness in an Australian context. Australia is the world’s sixth largest country
(Geoscience Australia 2020) and compared to many large countries has a relatively small
but growing population of 25,464,116 people (ABS 2020).

Based upon the most recent data collected on behalf of the Australian Government from
the National Health Survey (ABS 2018), an estimated one in five (21%) adults currently
experience the symptoms of mental illness for longer than six months. Similar to the
global trends, the occurrence of mental illness in Australia has increased by 2.6% since
2005 and is attributed to a greater number of persons with severe anxiety (13.1%) and
depression (10.45%) (ABS 2018). Likewise, mental illness is currently the largest cause
of long-term health conditions experienced by the Australian population (ABS 2018). As
a result, a significantly large number of Australian people are impacted by mental illness
who require specialised mental health support.

The state of NSW covers 10.4% of the Australian landscape (Geoscience Australia 2020)
and has a population of 8,118,000 people (ABS 2020). Figure 2 illustrates the location of
the state of NSW situated in Australia (Encyclopædia Britannica 2019). The following
section closely examines the occurrence of mental illness and mental health vulnerability
in the local region in which the study was based in comparison to the state of NSW,
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Australia. This evidence will assist in gaining an understanding of the background of
some of the health characteristics of the study’s participants.

Figure 2: The location of New South Wales in Australia
Mental health vulnerability in the Illawarra and Shoalhaven, NSW
Developing and living with a mental illness is a complex phenomenon and is unique to
the individual and their circumstances (Slade & Longdon 2015). This phenomenon can
be further understood by an appreciation of a number of mental health vulnerabilities that
are experienced by the residents of the local region in which this current study is based.
Twenty-four out of the twenty-five participants of the present study live in the local region
which comprise of two districts namely Illawarra and Shoalhaven, both of which are
located South of Sydney, on the east coast of NSW. Hence, the region’s demographic
trends will reflect some of the past life experiences and vulnerabilities that the study’s
participants may have faced prior to their participation at Recovery Camp. According to
Neubauer et al. (2019) previous life experiences, health characteristics and vulnerabilities
will, to some extent, influence the participants’ perception of the current experience being
examined. As such, by gaining an appreciation of the influences on the lives of the study’s
participants places a greater significance when considering the meaning of the TR
experience currently under investigation.
23

NSW

Figure 3: Illawarra and Shoalhaven region
Figure 3 (NSW Ministry of Health 2018) illustrates the location of the combined region
of the Illawarra and Shoalhaven districts situated on the coastal region south of Sydney,
NSW. The combined region of Illawarra and Shoalhaven comprises of four local
government areas which form the two districts and covers a relatively large geographical
area of 8,308 km2 (ABS 2017; NSW Ministry of Health 2018). The region has a culturally
diverse population of approx. 390,000 persons (ABS 2017). There are certain population
groups within the Australian community that are more vulnerable to experiencing mental
illness (Isaacs et al. 2018). Some of the population groups considered vulnerable are
Aboriginal and Torres Strait Islander persons; persons who are homeless; unemployed;
newly-arrived or refugees; persons residing in a non-English speaking household; being
socially dislocated; or living in poverty (WHO 2012). The region’s population includes a
higher number of Aboriginal and Torres Strait Islander persons (3.9%) than the state of
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NSW average (2.9%) and the national average (3.3%) (ABS 2017; NSW Ministry of
Health 2018). The vulnerability of Indigenous Australians being more prone to
experiencing mental illness has been attributed to the extensive collective experience of
trauma and psychosocial and economic disadvantage (Shen et al. 2018). These
disadvantages are deeply entrenched and have occurred as far back as the colonisation of
European settlers which disrupted the social fabric of Indigenous society (Shen et al.
2018). Forced separation from parents, higher rates of unemployment, social inequality,
poor education, co-morbid physical illness and lack of community supports are some of
the disadvantages experienced by Indigenous communities which have increased their
risk of having a mental illness (Shen et al. 2018).

The Australian population also consists of many migrant groups or persons descended
from migrants. Recent Australian population growth reveals that immigration accounts
for just under two thirds of the increase in population (62.5%) (ABS 2020). The most
recent Australian Government census (2016) reports 37% of the NSW population were
born overseas with China, England, India, New Zealand, and the Philippines being the
most common. Though not as large, a significant number of the local community (18.4%)
in the Illawarra and Shoalhaven region were born overseas and 9% of the local population
were born in predominately non-English countries (Illawarra Shoalhaven Local Health
District (ISLHD) 2019). It is without doubt that the existence of migrant population
groups adds a richness to the cultural landscape within the region. However, language
difficulties, racial discrimination, social isolation, and marginalisation have compounded
the psychosocial vulnerabilities to mental illness for many persons from migrant groups
and non-English speaking backgrounds (Cross & Singh 2012).
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Other population groups in the region include rural communities who reside
predominately in the Shoalhaven district (ISLHD 2019). As a geographically large
country, Australia comprises of many rural and remote regions which are under resourced
and experience high unemployment, poverty and social disadvantage and this is also
evident in the local region (Inder et al. 2017). Regional incomes can be reliant on farming,
fishing, tourism, mining, or forestry. Income from these primary industries underpins the
livelihood of many people living in rural and remote areas, which can be greatly
influenced by extrinsic reasons such as climatic conditions and energy costs, all of which
are subject to periodic instability. Stress generated by adverse climatic conditions and
natural disasters such as bushfires, storms, drought, and floods can negatively impact
mental health (Bryant & Garnham 2015). Across the local region, and particularly for
rural persons, there is an inequitable distribution of services, and a lack of service
availability to meet the mental health needs of the population (ISLHD 2019; Inder et al.
2017).

Examination of these specific population groups highlight the numerous socio-cultural
and geographical aspects attributed to living in Australia, in particular for the residents of
Illawarra and Shoalhaven. In this regard, when planning and implementing meaningful
mental health support services consideration is required to acknowledge and to gain an
understanding of the vulnerabilities that persons may experience.

The need of support for persons through quality mental health interventions is also evident
from the reported health characteristics of the local community in the region. The Centre
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for Epidemiology and Evidence, NSW Ministry of Health (Centre for Epidemiology and
Evidence 2020) report that during 2019 the residents of the Illawarra and Shoalhaven
community experienced higher levels of psychological distress (18.9%) than the NSW
state average (15.1%). The existence of stressful life events is purported to be a major
precipitator of psychological distress and is an influential determinant of mental health
and risk of suicide (Renzi et al. 2018). Many people with the presence of strong protective
factors, such as having supportive social networks and using a variety of coping strategies,
are able to manage long-term stress and remain relatively mentally healthy. However,
people who are more vulnerable to stressful situations will experience higher levels of
psychological distress which may negatively impact on their mental health and increase
the risk of experiencing mental illness (Mental Health Foundation 2018). Since residents
in the region experience high levels of psychological distress conducting research and
implementing interventions that enrich psychological well-being and promote mental
health recovery are well justified. This current study will contribute to knowledge
acquisition on recovery-oriented programs by capturing whether persons with a mental
illness perceive their engagement in Recovery Camp has psychological value in relation
to their mental health.

This region is also regarded as having some of the most disadvantaged residents in NSW.
Indeed, over one quarter (26%) of the local residents are living in the most disadvantaged
communities compared to the state’s average of 20% (ISLHD 2019). Some of the
disadvantages include increasing homelessness, social isolation, childhood adversity,
high unemployment, low incomes and reliance on welfare and public housing (ABS
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2017). The long-term sequelae of experiencing intense psychological distress, childhood
adversity and social and economic disadvantage are strongly linked with mental illness
and suicidality (Isaacs et al. 2018; Shen et al. 2018). Undeniably in the region, the
occurrence of mental illness is extensive and combined with substance misuse accounts
for the third highest burden of disease (ISLHD 2019).

For the local residents of the region there is a higher than average rate of suicide (13.5
per 100,000) than the national (12.7 per 100,000) and the NSW state average (10.7 per
100,000) (Centre for Epidemiology and Evidence 2020). The high suicide rate in the local
community demonstrate that some of the residents who attend Recovery Camp bear a
greater risk of suicide than their state’s counterpart. Suicide is reported as a preventable
global mental health epidemic in many countries, including Australia. Hence, as
previously established, prevention strategies are being instigated worldwide to combat
suicide and provide early interventions for people which build upon sustaining holistic
mental health (WHO 2014b). The Australian Government strategic plan, namely the Fifth
National Mental Health and Suicide Prevention Plan (Commonwealth of Australia 2017)
asserts that the important purpose of mental health care is to prevent suicide, reduce
feelings of isolation, reduce vulnerability, and overcome the disabling impacts of having
a mental illness. This study contributes to the discussion on suicide prevention by
examining a recovery-oriented mental health care intervention which aims to surmount
these vulnerabilities through positive means.
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Section 1 has provided a general overview of mental illness to act as the background for
understanding the global, national, and local impact of mental illness. The
epidemiological data also serves to highlight many of the vulnerabilities and health
characteristics that participants of the study are exposed as residents of the Illawarra and
Shoalhaven region of NSW, Australia. These vulnerabilities reflect the global and
national trends and as such represent a broad range of the disadvantages persons with
mental illness may experience. The next section will explore the development of the
notions regarding personal mental health recovery and how recovery-oriented services
aim to support the realisation of recovery.

Section 2: Mental health recovery
This section considers how the consumer-led movement has given rise to the meaning of
personal mental health recovery from a subjective perspective. The principles of a
conceptual framework by Leamy et al. (2011) and the work by Glover (2012) denoting
personal mental health recovery are introduced to present the existing evidence-base that
is used throughout the thesis. These underlying principles are explicated in relation to the
support mental health services aim to provide persons living with mental illness. Indeed,
these principles have strongly influenced the manner in which the TR program, Recovery
Camp, is delivered. As such, an understanding of personal mental health recovery and
how services aim to support an individual’s realisation of recovery is necessary to fully
appreciate the purpose of the TR intervention of this current study.
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The consumer-led movement
During the past 100 years there have been advances made in the reform of social justice
and mental health care. The consumer-led movement for persons with a mental illness
can be regarded as being analogous with the struggle of other population groups in their
efforts to end discrimination and segregation (Barlott et al. 2020; Clayton et al. 2020).
The suffragettes’ movement for women’s equal rights and the civil rights movement for
racial equality for African Americans created a socio-politico environment for similar
likeminded reformists to consider the mental health disparities experienced by persons
with a mental illness (Barlott et al. 2020; Clayton et al. 2020). Criticisms of the inhumane
treatment for persons with a mental illness that have occurred throughout history have
resulted to a change in the models of mental health care and the supporting treatment
philosophies. Most notably, the consumer-led movement has emerged as an activist group
(Epstein 2013; Gee et al. 2015).

One of the first consumers that proclaimed the need to uphold human rights for persons
with mental illness was brought about by the autobiographical account, A Mind That
Found Itself, by Clifford W. Beers (1876-1943), which was first published in 1907. The
book vividly described Beers’ experiences over four years whilst as an in-patient in
several psychiatric institutions (Beers 1907). His written account of the physical and
psychological abuse directed toward persons with mental illness by the hospitals’
attendants shocked society in the USA. Beers advocated for better treatment for
vulnerable persons and his work greatly contributed to mental health reform (Mental
Health America 2018).

30

In the last 40 years, another notable advocate for the consumer-led movement has been
Patricia Deegan (Deegan 1988, 1996) who vehemently and publicly articulated her lived
experience of mental illness and the care she had received. Clifford W. Beers, Patricia
Deegan and other consumer advocates argued and continue to do so, for a holistic
approach to mental health care and treatment. Consumer advocates, based on their
personal lived experience, took an optimistic perspective of mental health recovery and
conveyed that individuals were able to recover and sustain mental health even when
experiencing the symptoms of mental illness (Anthony 1993). Consequently, civil rights
organisations have worked together with supporters of the consumer-led movement to
advocate for mental health care reform which is firmly grounded in the philosophy of
human and civil rights (Barlott et al. 2020; Epstein 2013; Gee et al. 2015). This grass
roots reform led by consumers paved the way for the closure of large psychiatric
institutions, and the relocation of the then so called patients to the community care sector.
The permanent relocation of persons with a mental illness to reside in the community
from the more dominant form of institutional psychiatric care was espoused as a paradigm
shift to the approach of mental health care (Braslow 2013; Winship 2016).

In NSW, Australia, an independent government report tilted Inquiry into Health Services
for the Psychiatrically Ill and Developmentally Disabled (Department of Health 1983)
was instrumental in the deinstitutionalisation of large psychiatric hospitals which was the
at the time the dominant model of care. The findings of the report, colloquially known as
the Richmond Report, identified a series of mental health reforms in which the advantages
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of community care were believed to be numerous and with a greater emphasis placed on
social, occupational and vocational inclusion (Gooding 2016; Kim & Ashmore 2019).

In 1993 only a year after the first Australian National Mental Health Strategy was
implemented, another national government public inquiry, titled Human rights and
mental illness: Report of the national inquiry concerning the human rights of people with
mental illness, and colloquially known as the Burdekin Report, (Human Rights And Equal
Opportunity Commission (HREOC) 1993) also raised awareness of the continued
infringement of human rights of Australian persons living in the community who were
affected by mental illness. The Burdekin Report (HREOC 1993) insisted a determined
government approach was essential to protect the human rights of persons who were
deeply stigmatised, marginalised, and disadvantaged. The findings of the report (HREOC
1993) surmised there was extensive ignorance about the nature and occurrence of mental
illness. Additionally, there exists widespread discrimination and misconceptions about
persons with a mental illness, for example the number of persons who are a danger to
society and not to be trusted (Corrigan et al. 2013; Gooding 2016). Another
misconception was the pervasive view that very few people with a mental illness would
ever recover (Reavley et al. 2014). Subsequently, the need to reduce societal stigma was
noted and mental health services were held more accountable to uphold the rights of
persons with mental illness. Likewise, traditional medicalised and paternalistic principles
of care were strongly challenged to be more empathetic, humane and centring on the
person’s holistic needs (Gooding 2016; Kim & Ashmore 2019).
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The consumer-led movement has achieved much by actively informing society of the
poor quality of mental health care in order to improve the quality of life for persons who
need mental health support (Barlott et al. 2020; Gooding 2016). However, several decades
later it is evident that community mental health care and welfare services have failed to
provide the holistic care and treatment needed to maintain adequate health and well-being
for persons with a mental illness (Kim & Ashmore 2019). Community care services are
fragmented, poorly funded and persons with mental illness often are reliant on many
splintered services that are involved in the management of their lives (Gooding 2016). To
receive support an individual may have to navigate numerous organisations, such as
primary health services, mental health, drug and alcohol services, disability, housing,
welfare, criminal justice and correctional systems (Gooding 2016; Kim & Ashmore
2019). Since deinstitutionalisation, there have been an increasing and excessive number
of persons with mental illness becoming homeless or entering the criminal justice system
(Barlott et al. 2020; Mejia-Lancheros et al. 2020). Indeed, the community response to
supporting persons with mental illness needs to be considerably strengthened. As such,
this study has considered the use of a community-based TR intervention that aims to
address some of the existing shortfalls of community care provision by providing a
person-centred approach to personal mental health recovery through recreational and
psychosocial means. This study has contributed to knowledge acquisition by delving
deeply into the consumers’ perspective of what it means to participate in a novel recoveryoriented TR program. This knowledge has practical considerations by strengthening
existing community-based services in the provision of meaningful interventions. The
preceding section has discussed how the consumer-led movement introduced the notion
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of personal mental health recovery; hence the following section examines what
constitutes the recovery paradigm.

Personal mental health recovery
The concept of personal mental health recovery has been conceived as a reaction to the
considerable negative effect on individuals from being institutionalised. This viewpoint
is also evidenced from the first voice perspective of the recovery process (Beers 1907;
Deegan 1988; Glover 2012; Scottish Recovery Network 2012). There is widespread
international agreement that personal mental health recovery is a very personal and
holistic concept and extends further than the limits of a clinical diagnosis (Andresen et al.
2011; Leamy et al. 2011). In this regard, recovery from mental illness is not a linear
concept but a lifetime process of learning and self-discovery (Glover 2012; Schrank et al.
2012). A number of definitions of mental health recovery have been generated over the
years (Andresen et al. 2011; Anthony 1993; Slade et al. 2012). A global and contemporary
understanding of personal mental health recovery is captured by the definition from the
consumer-led organisation, Scottish Recovery Network (2019, p. 1), which asserts:
“Recovery means being able to live a good life, as defined by the person, with or without
symptoms.” This perspective is intentionally broad to encompass a variety of very
personal and unique experiences which have been described by many individuals as
having the choice to define their meaning of recovery and what constitutes a ‘good life’
(Scottish Recovery Network 2019).
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Conceptual frameworks and processes of mental health recovery
The advancement of mental health care reform and the notion of recovery has prompted
mental health care organisations to conceptualise models of mental health care embedded
in the principles of person-centredness and personal recovery (Glover 2012; Slade et al.
2012). There are several conceptual frameworks to guide mental health professionals to
support people with a mental illness which incorporate fundamental principles agreed
upon by experts. One such framework has been devised by Leamy et al. (2011) who
conducted a systematic review of the existing evidence on what constitutes mental health
recovery. Five common themes were identified from the reviewed 97 papers. The
acronym CHIME was used to summarise the five processes which are considered to foster
mental health recovery (Leamy et al. 2011). These processes are: C=Connectedness;
H=Hope and optimism; I=Identity; M=Meaning and purpose, and E=Empowerment.

More importantly, notions of recovery have been used by the person themselves to guide
their own mental health recovery. One notable person with a lived experience is Helen
Glover (2012) who has developed conceptual notions of the recovery process based on
her own mental health recovery. Glover (2012) asserts that the Self-Righting Star® of
Recovery is not considered as a rigid framework but rather a number of processes that
reflect the polarities of mental health with a movement away from one mental health state
toward a more positive mental health state. Figure 4 illustrates Glover’s (2012) notions
of the Self-Righting Star® of Recovery with the individual directing the process of their
own recovery.
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Figure 4: Self-Righting Star® of Recovery
Table 1 provides an overview of the conceptual notions proposed by both Glover (2012)
and Leamy et al. (2011) that are referred to throughout this current study. As depicted in
Table 1 the core components of the recovery paradigm, according to Leamy et al. (2011)
are connectedness, hope and optimism, identity, meaning and purpose, and
empowerment. Also central to recovery is the right of the individual to full inclusion
without stigma and discrimination and to a live a meaningful life of their own volition
(Corrigan et al. 2014; Leamy et al. 2011; Winsper et al. 2020).
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Table 1: Conceptual notions of recovery processes

Conceptual notions of recovery processes
Glover (2012) devised five processes which reflected her own personal mental health recovery
and the experiences of others to illustrate the efforts people undertake in their recovery. The
five points of the Self-Righting Star® of Recovery denotes the movement from one state of
mental health to a more positive state.
From a passive self to an active sense of self Moving away from a state of being a passive
recipient of mental health services towards a
state of regaining one’s strengths, attributes,
and capabilities to rebuild recovery.
From others’ control to personal control and Moving away from others taking the
responsibility
responsibility of recovery towards the
person taking and sustaining responsibility
of their recovery.
From alienation to discovery
Discovering the meaning and purpose of
having a mental illness.
Learning to do what works and discovering
to do less of what is unhelpful.
Learning from past experiences and using
that knowledge into the present.
From disconnectedness to connectedness
Moving away from an illness identity to an
understanding of personal roles.
To move away from feeling powerless
towards a fuller engagement with life.
From despair to hope
To move away from hopelessness towards
hope and the belief that recovery is possible.
The future becomes optimistic and hopeful.
The work conducted by Leamy et al. (2011) identified five processes which are very similar
to the notions proposed by Glover (2012). The acronym CHIME summarises these processes
which are considered to foster mental health recovery. These are: C=Connectedness; H=Hope
and optimism; I=Identity; M=Meaning and purpose, and E=Empowerment
Connectedness
Including personal relationships and
forming and sustaining connections with the
community. Experiencing social inclusion.
Hope
Experiencing hope and optimism about the
future.
Identity
Regaining a positive sense of self-identity
and a social identity.
Coping with the impact of stigma and
discrimination from others.
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Meaning and purpose
Empowerment

Finding meaning and discovering a purpose
in life.
Empowerment and regaining autonomy and
control over one’s life

Supporting personal mental health recovery
The concept of personal mental health recovery is considered a transformational notion
and is corroborated by national and international literature from mental health researchers
and clinicians (Glover 2012; Leamy et al. 2011; Schrank et al. 2014). One concept of
supporting recovery has been devised by the Commonwealth of Australia (2013, p. 20)
and is illustrated in Figure 5. The figure depicts that mental health recovery is associated
with both internal and external influences (Schrank et al. 2012; Slade & Longdon 2015).

Resilience Strength
Optimism Hope

Figure 5: Overarching concept of supporting recovery
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The person with a lived experience and accessing mental health services is deliberately
positioned in the centre alongside the inherent influences identified as fostering mental
health recovery. The person experiences hope, resilience, optimism and builds upon their
strengths rather than focussing on their weaknesses or disability (Glover 2012; Schrank
et al. 2012). In this regard, building upon these positive internal attributes can enable a
person to overcome the overwhelming sense of hopelessness and discover inner resources
to combat pessimism, stigma and self-stigma (Glover 2012; Leamy et al. 2011; Slade et
al. 2015). The concept of mental health recovery is associated with the individual having
an appreciation of their strengths and their disabilities and actively engaging in a
purposeful and meaningful life (Glover 2012).

Also depicted in Figure 5 is that mental health recovery is influenced by external factors.
External influences that supports mental health recovery are social inclusion, the
implementation of a positive culture that respects human rights and the provision of
recovery-oriented services (Slade et al. 2015; Tew et al. 2012). The concept of personal
mental health recovery encapsulates a broad use of resources and knowledge from diverse
perspectives rather than using a partisan approach as previously implemented by the
medicalised model of mental health care (Slade et al. 2015). As such, the approach
includes using the clinical expertise of mental illness from clinicians and practitioners
combined with the lived experience of peers or other consumers who can offer valuable
empathy and insight into personal recovery (Slade et al. 2015). The use of community
resources and support promoting social inclusion, advocacy, acceptance and connections
and the involvement of family and friends forms vital support networks (Tew et al. 2012).
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Most importantly as depicted in Figure 5 this approach strongly advocates personcentredness with the consumers’ perspective at the forefront and surrounded by many
types of supports (Commonwealth of Australia 2013; Glover 2012). Hence, the aim is for
the consumer to be actively engaged and directs their recovery rather than being a passive
recipient of psychiatric care or managed by a large number of fragmented services
(Glover 2012). For this reason, recovery-oriented systems support self-determination and
empowerment by facilitating inclusive and collaborative partnerships that foster
autonomy and choice (Slade & Longdon 2015; Winsper et al. 2020).

Recovery Camp is one such recovery-oriented program (Australian Productivity
Commission 2020b). As a recovery-oriented program, Recovery Camp aim to support
persons with a mental illness in their efforts towards their recovery journey. It aims to
support consumers in areas of choice, personal control, self-empowerment and
collaboration (Patterson et al. 2016; Perlman et al. 2018; Picton et al. 2018). Study of
such programs, from the perspective of consumers, is needed (Arblaster et al. 2018; Piat
et al. 2019), especially emerging novel programs, such as the TR based Recovery Camp.
In doing so, research is generated from the consumers’ perspective on what recovery
means to them from their engagement with a recovery-oriented TR program. The insight
and understandings captured from this present study is methodologically congruent with
the ethos driven by the consumer-led movement of validating the first voice perspective
(Glover 2012) and aligns with recovery-oriented principles of person-centeredness
(Smith & Williams 2016).
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The next section will examine how in many instances the principles of recovery are
unable to be supported due to the existence of significant barriers inhibiting the realisation
of an individual’s mental health recovery. This study posits that the TR program provides
a conduit for these recovery-oriented principles to be realised and fulfils a need that is
often lacking in other mental health services.

Section 3: Barriers to personal mental health recovery
There are many complex and interrelated psychosocial, politico-economic and
environmental health disparities, which impacts on the individual, increasing the
vulnerability of developing a mental illness and impacting recovery (Schrank et al. 2012).
In this section, an overview is provided of the pervasive presence of societal stigma, social
disadvantages, traumatising and disempowering mental health care and politicoeconomic issues that have created substantial barriers for the participants of the study
which they have had to overcome in their daily lives. The length and depth of the evidence
discussed reflects the magnitude of the interrelated barriers that exist, and furthers the
previous discussion of the vulnerabilities influencing mental illness detailed in Section 1
of this chapter. As such, an argument is created to present the rationale and significance
of undertaking a study which examines opportunities to overcome some of these barriers
through the use of a TR program in an atypical setting to foster mental health recovery.
In this regard, the need for supporting mental health recovery with community-based
psychosocial interventions is posited.
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Attitudes and stigma towards persons with mental illness
Some of the greatest barriers to personal mental health recovery are stigma,
discrimination and social exclusion being directed towards persons with a mental illness
(Morgan et al. 2017; Moxham et al. 2016; Oexle et al. 2018). As previously established
in Section 1 of this chapter, the formerly known Human Rights and Equal Opportunity
Commission (1993), identified over 27 years ago, that Australian persons with a mental
illness were exposed to pervasive stigma, discrimination and misconception. However, it
is evident that stigma, discrimination, and social exclusion remains deeply embedded in
the psyche of the Australian community. For example, the recent Mental Health, Report
no. 95 by the Australian Productivity Commission (2020b) asserted that the existence of
deeply entrenched stigma and social exclusion remains in the community, and
particularly, within health care services. The report surmised there are significant gaps in
stigma reduction strategies. Stigmatising attitudes from health professionals and
discriminatory practices embedded within the health systems were found to severely
compromise an individual’s efforts for mental health recovery and cause unnecessary
iatrogenic trauma. The Australian Productivity Commission (2020b) asserted the future
mental health workforce needs to gain a broader understanding of mental health recovery
outside of a traditional clinical setting. Alongside many other recommendations for
further national mental health reform is the recommendation for the implementation and
the delivery of long-term stigma reduction programs. The focus of these programs, should
target various groups including health professionals, to gain an understanding of the lived
experience of persons that is not well understood by the community (APC 2020b).
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Indeed, an aim of the TR program of this current study is to reduce stigma by offering the
opportunity for the future professional nursing workforce to gain a deeper understanding
of mental health recovery from the first voice perspective. During which simultaneously
provide the opportunity for persons with a lived experience to share their perspective. As
such, an understanding is warranted of how stigma towards persons with a mental illness
has developed into a significant psychosocial problem from examining a historical
context.

A historical perspective
In the Western world, perspectives of mental illness and mental health care have
undergone dramatic changes over many centuries (Braslow 2013; Chow & Priebe 2013).
Throughout history, the context of social attitudes, religious and philosophical
perspectives have dominated the means in which people with a mental illness or in mental
distress were viewed and treated (Swinson et al. 2018). Over the centuries, the desire to
explain the aetiology of mental illness has occurred from three broad perspectives that
have co-existed and have often been revived throughout the centuries. These perspectives
are based on notions surrounding supernatural, biological and psychological causes
(Oldridge 2020; Tasca et al. 2012). These attitudes have formed into a deeply entrenched
stigma and have perpetuated a lack of insight and understanding of the lived experience
of mental illness (Goffman 1963; Kim & Ashmore 2019). This section, highlights
centuries of mistreatment resulting from stigmatising perspectives which to some extent
pervades in contemporary society and can inhibit the recovery of persons with mental
illness.
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From the beginnings of recorded history during the Middle Ages, (up to 1300 AD), and
the Renaissance period, (1300 AD to 1600 AD), supernatural, magical, and religious
explanations of mental distress were held toward persons with a mental illness. Demons,
or evil spirits, were thought to have possessed the individual and resulted in them being
treated with apprehension and alienation (Rössler 2016). During these periods, the
European theological view often led to individuals being identified as heretics or witches.
Individuals were either dramatically exorcised or burnt at the stake due to the belief they
were possessed by the devil and there was a perceived need to rid society of their ‘evil’
(Tasca et al. 2012).

As medical scientific knowledge gradually became more prominent a somatogenic
perspective evolved. Inspired by the Egyptians, Roman and Greeks philosophers (6500
BC-200 AD), physicians of the Middle Ages (476 AD-1453 AD) explained a biological
or physical cause of mental illness. This belief influenced many other treatment
perspectives 7 for well over a thousand years (Tasca et al. 2012). Similarly, the Egyptian,
Roman and Greek physicians believed in the presence of unhealthy bodily fluids known
as ‘humours’ which needed extraction (Oldridge 2020; Swinson et al. 2018). Throughout
Europe, the physicians of the Middle Ages were highly influenced by the religious
doctrine of their country. An interrelationship developed between the supernatural
perspective of demonic possession and the biological perspective developed by the

7
According to Tasca et al. (2012) and Kim and Ashmore (2019) hysteria was one of the first recognised
mental illness and was considered to predominately affect women and continued to be was pathologised
from a bio-medical perspective for many centuries. Yet, it was not until the later part of the 20th century
that the linkage between a traumatised consciousness with post-traumatic stress disorder and complex
trauma and environmental factors were made widespread (Kim & Ashmore 2019). During these interim
periods women, and later men, were misunderstood and their symptoms misinterpreted and subjected to
prejudiced bio-medical and moral treatments (Tasca et al. 2012).
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Egyptians, Romans, and Greeks. In this regard, persons were often treated by releasing
the ‘evil’ through physical means (Swinson et al. 2018). Little was known of the complex
causes of mental illnesses, neurological conditions, epilepsy, intellectual and physical
disability, and the impact of psychological trauma. During this period, the extraction of
the impure ‘humours’ predominantly occurred, such as removing black bile and blood
through trepanation and blood-letting. These elementary treatments were scientifically
ignorant and ineffective and often the person died as a result (Mahoney & Green 2020;
Oldridge 2020). Persons who survived these treatments and not cured were alienated from
the community and shackled in chains and kept in prisons to protect society (ArboledaFloŕez & Sartorius 2008; Swinson et al. 2018).

During the 17th century, some North African and Middle Eastern countries displayed a
more compassionate approach toward persons experiencing mental distress. Arab Islamic
theologians considered people with mental illness were not victims of demonic
possession but were divinely inspired and should be treated with reverence. In countries
such as Morocco, Egypt and Iraq, asylums were built as places of refuge to offer peace
and recuperation (Swinson et al. 2018). European countries, such as France and the
United Kingdom (UK), took a different approach to the Arab nations and built asylums
as a means to remove the increasing number of people who were regarded as the ‘violent
insane’ from society (Oldridge 2020; Tasca et al. 2012). During this period, persons with
mental illness were regarded in animalistic ways; not having the capacity to reason, not
able to control themselves, capable of spontaneous acts of violence and did not share the
same human needs for comfort (Swinson et al. 2018; Tasca et al. 2012). As such, this
stigmatising attitude rationalised that instilling fear was the most effective way to health
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and restoration. Individuals continued to remain shackled in chains and were
accommodated in very poor living conditions (Arboleda-Floŕez & Sartorius 2008). This
stigmatising perspective led to the belief that government control, social exclusion,
confinement and brutality towards people in mental distress were acceptable (ArboledaFloŕez & Sartorius 2008; Swinson et al. 2018). These unsavoury beginnings toward
persons with a mentally illness have heralded a deep-seated fear, stigma and shame which
have permeated subsequent attitudes, care and treatment (Oldridge 2020; Swinson et al.
2018).

The late 18th and 19th century marked an era of political revolution in the USA and France
that instigated radical changes of perspectives and of social reform (Lawrence 2011).
Large scale institutions were built by humanitarian physicians and social reformists who
advocated for more humane care. Notable reformists of the Humanist era were Phillipe
Pinel (France); William Tuke and the Quakers (England); William Cullen (Scotland);
Benjamin Franklin and Benjamin Rush (USA), and, Governor Macquarie (Australia)
(Lawrence 2011; Swinson et al. 2018). Individuals were no longer chained or tortured as
a form of disciplining undesirable behaviours. Overall, persons with mental illness were
now fed, suitably housed, and treated with kindness. Purposeful activity was encouraged
and people were given the freedom to move about the grounds (Lawrence 2011) .

In England, a humanitarian model of care was established at the York Retreat, by a devout
Quaker, Tuke (1796), and was based on treating persons with dignity, respect and using
the therapeutic and moral benefits of physical work and recreation activity (Lawrence
2011). During this period, it was believed that moral rectitude was the cure for mental
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illness. The stigma existed that a moral failing in the individual caused moral decay, and
thus, had a mental illness. Tuke’s model of compassionate care is one of the first
psychological responses to treatment despite having a strong religious and moral
influence (Lawrence 2011). As such, the emerging notion of psychogenic theories
emphasised that traumatic or stressful experiences were causative factors of mental
distress and resulted in distorted perceptions and maladaptive learned associations
(Hazelton & Swinson 2018; Swinson et al. 2018). The use of Tuke’s model of
compassionate care and purposeful activity was adopted in the USA and Australia as the
hallmark of the new asylums, such as the Friends Asylum in Frankford, Pennsylvania
(1817) and the Castle Hill Asylum, NSW (Hazelton & Swinson 2018; Lawrence 2011;
Swinson et al. 2018). The humanitarian reformists recognised the use of purposeful
activity in the form of outdoor nature-based recreation, a concept which this current study
is based upon (Lawrence 2011).

As with many asylums that were designed with the intention of providing humane care,
whilst during a socio-political climate of fiscal constraints, overcrowding resulted, and
the quality of care diminished. The notion of moral treatment and humane compassionate
care was abandoned. This perspective paved the way for the development of custodial
care in large public psychiatric hospitals during the late 19th and 20th century (Lawrence
2011; Swinson et al. 2018). Custodial care began in Australia over 150 years ago,
whereby people who were considered as having a mental illness were institutionalised in
large overcrowded psychiatric hospitals. Individuals resided often at great distance away
from their families and community and for prolonged intervals. The underlying purpose
of the institutions focussed on confinement and control (Braslow 2013; Foucault 1973;
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Gooding 2016; Laing 1972). Care and treatment was strongly influenced by a biomedicalised perspective of recovery. Treatments aimed to cure the mental illness were
often non-consensual and experimental (Braslow 2013; Gooding 2016; Laing 1972). A
pessimistic view was taken by psychiatric staff because many of the treatments were
ineffective in curing the illness and, as such, the person was regarded as having a poor
prognosis (Chow & Priebe 2013). The stigma now existed that mental illness was
incurable and there was little advancement in research nor in the care and treatment of
people in mental distress during this period (Swinson et al. 2018).

The negative societal perception of mental illness and the paternalistic attitude of the
psychiatric profession had a strong influence on individuals with a mental illness
(Anthony 1993; Deegan 1988). The seminal works titled Asylums: Essays on the social
situation of mental patients and other inmates by Erving Goffman (1961) and Stigma:
Notes on the management of the spoiled identity also by Goffman (Goffman 1963)
identified that having a mental illness was widely perceived as shameful and occurred as
a result of a moral deficiency in the individual. Stigma created the perception of a spoiled
identity and individuals were considered as being different to the societal expectations of
what was considered as normal (Goffman 1963). Braslow (2013) stated people who were
institutionalised were denied their independence and the integrity of their bodies was
threatened by coercive treatments. Chow and Priebe (2013) and Laing (1972) stated that
persons’ lives were controlled by institutional routines which resulted in a lack of
autonomy. The institutional psychiatric system enabled society to ignore the problem of
mental illness. However, during the late 19th century and early 20th century, some
advancements of knowledge in psychiatry were made.
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A German psychiatrist, Kraepelin (1826-1926), started a complex classification system
of the different types of mental illness which evolved into the foundation for
contemporary psychiatric diagnosis (Hazelton & Swinson 2018). An Austrian
neurologist, Freud (1856-1939), explained motivation and behaviour in psychological
terms and the Russian physiologist, Pavlov (1849-1936), developed a behaviourist
approach (Swinson et al. 2018). Pharmacological interventions commenced in later part
of the 19th century whereby chemical sedation was used to replace forms of physical
restraint (Allison & Moncrieff 2014). During the 1950s, a number of antipsychotic,
antidepressant and anxiolytic medications were developed to treat a mental illness rather
than merely to sedate a person (Brown & Rosdolsky 2015; Ramachandraiah et al. 2009).
Though considered as useful for controlling the symptoms of psychosis, depression and
anxiety, the side effects of many of these medications were often severe and caused
significant disability (Allison & Moncrieff 2014). Critics argued that the use of chemical
restraints were no better than the use of physical restraints (Braslow 2013; Bueter 2019).
Yet, the onset of interest from the pharmacological industry created a huge and lucrative
market in demand for psychiatric medications and which continues to be the dominate
form of clinical treatment in contemporary mental health care (Allison & Moncrieff 2014;
Braslow 2013).

From the 1950s onwards, other philosophies were becoming prominent which, at the
time, contrasted to the bio-medical model being developed. Some of the notable
psychiatric, psychological and socio-political theories were Maslow’s hierarchy of needs
(Maslow 1943); Stack-Sullivan’s interpersonal theory of psychiatry (Sullivan 1953);
Jones’s milieu therapy (Jones 1953); Erikson’s psychosocial theory of development
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(Erikson & Erikson 1998); Jung’s development of the psyche (Jung 1967); Foucault’s
work on social structuralism (Foucault 1973); Laing’s views of the anti-psychiatric
movement (Laing 1972), and Roger’s work on humanistic theory (Rogers 1980). For
many years, the contrasting philosophical paradigms and differing theoretical
perspectives (for example: psychotherapy; behavioural; humanistic: socio-political, and
neuro-biological) have caused fractions between those advocating various psychiatric
approaches and the subsequent treatment persons received. However, over the latter part
of the 20th century and early 21st century, Western societal attitudes on mental health care
have become more pragmatic. Knowledge on the differing philosophical and theoretical
perspectives have evolved into more of an eclectic mental health approach (Hazelton &
Swinson 2018).

The wealth of research and evidence produced over the latter century and the current
century has resulted in a greater understanding of how people experience mental illness
and how they can be helped to recover. A major shift in attitude has evolved in the last
40 years resulting from the consumer-led movement that has, in part, led to the closure of
large psychiatric institutions and heralded the concept of community-based care.
Recognition of the harm stigmatising attitudes has had on people with a lived experience
has led to greater dissemination of knowledge of mental illness to the public (Scottish
Recovery Network 2012, 2019). The work by Goffman (1963) and colleagues have
increased awareness of what constitutes mental ill health has done much in the attempt to
reduce the extensive stigma that existed whereby myths surrounding mental illness had
justified brutality as an acceptable form of treatment. Yet, more recent knowledge and
understandings regarding contemporary stigmatising attitudes contends that stigma still
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remains and continues to act as a significant barrier to mental health recovery (Barlott et
al. 2020; Corrigan et al. 2012).

Sheridan et al. (2016) asserts that the neoliberal perception of a society frequently
stigmatises persons with a mental illness as failures and belonging to a deviant underclass.
This perspective regards economic achievement as a measure of worth. Persons who are
dependent on government funded disability payments to live are marginalised, excluded
and alienated. The media industry further reinforces a pessimistic stereotype from the
negative representation of persons with a mental illness as being a danger to others
(Sheridan et al. 2016). Existing literature reveals that people who are marginalised and
socially excluded from society are often lonely and isolated, and develop a form a selfstigma resulting from poor self-worth (Sheridan et al. 2016; Tew 2013). The individual’s
future hopes, dreams and ambitions are often destroyed in the wake of acknowledging the
limitations of the illness and can cause an actual and perceived diminished social status.
Under these conditions the person can experience a loss of self-control, trust in
themselves and their sense making and feel powerless of their lives and destiny (Glover
2012). In this regard, contemporary knowledge of recovery has acknowledged the
profound impact that stigma currently has had on individuals.

Currently, there is a new era of understanding which is more considerate and empathetic
of the knowledge of the lived experience in relation to mental health recovery (Glover
2012). Hence, research is needed which acknowledges the emergence and intersection of
these developments. This current study aligns itself with the first voice perspective to
explore the new care paradigms relating to personal mental health recovery. The specific
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program explored in this study, Recovery Camp, corresponds with the new paradigm of
mental health care and adopts an innovative approach to enhancing personal mental health
recovery. Chan et al. (2018) asserts that the impact of stigma on self-perception can be
lessened by experiencing a sense of belonging to a community or family group and are
considered as strong contributing factors which can enhance mental health. Hence, it
would be advantageous to surmount the barriers created by stigma by providing
opportunities that enable the individual to use their intrinsic resources to improve selfworth, self-confidence and experience a sense of belonging to community. An important
aim of the TR intervention currently under investigation is to reduce stigma by enabling
persons to voice and share their experiences with undergraduate nurse students (Perlman
et al. 2017). Likewise, by sharing the lived experience of mental illness and of their
previous mental health care experience can inform the future nursing workforce of the
existence of disempowering health care (Perlman et al. 2017). This study provides an
important contribution to the discussion on stigma reduction strategies by examining what
it means for persons with a mental illness to be in direct and close contact with future
health professionals and be able share their lived experience.

Disempowering health care
The key concept of personal mental health recovery is that of empowerment (Picton et al.
2018). However, there are complex barriers impeding empowerment, and hence, the
experience of recovery (Smith & Williams 2016). An assumption of the ideology of
individualism, is to be autonomous, independent and take personal responsibility. Yet, on
occasions for many people with a mental illness they may not have the necessary support
or resources to realise this (Winsper et al. 2020). Mental health recovery is a struggle for
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many people and on occasions they may need additional support to achieve their view of
recovery (Scottish Recovery Network 2012, 2019). Despite many significant advances in
mental health care, recovery-oriented services are still not fully realised, consumers are
often still disempowered within some mental health services (Kim & Ashmore 2019;
Smith & Williams 2016). As previously explored from a historical context, personal
recovery has been, and remains, significantly affected by the underlying philosophy of
mental health care service provision, especially when persons are in the state of being
most vulnerable, unwell and silent (Deegan 1988; Winsper et al. 2020). Hence, how the
principles of person mental health recovery are supported in practice is greatly significant
to personal well-being.

It was during the quest to answer the research question that a number of past mental health
care experiences were described in the narratives by the study’s participants.
Consequently, it is relevant to gain an understanding into the care and treatment of
consumers during an in-patient admission to fully appreciate what it means to the study’s
participants of the contrasting holistic benefits of partaking in TR in an atypical clinical
setting alongside future clinical nursing staff. The following section therefore provides a
summary of the pertinent points of care provision when acutely unwell to illuminate some
of the consumers’ perspective.

When acutely unwell, a person’s right to be autonomous and make everyday decisions
may be removed by the implementation of the legislation which has the power to enforce
involuntary admission, care, and treatment, such as under the Mental Health Act 2007
(NSW). Often, in-patient mental health care and treatment focusses on the reduction of
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the symptoms and the reduction of the risk of symptoms (Gerace et al. 2016; Leamy et
al. 2011; Muir-Cochrane et al. 2019). In hospital-based settings mental health recovery is
predominately measured from this clinical perspective (Muir-Cochrane et al. 2019; Slade
et al. 2015). This perspective is regarded as narrow and negates the holistic perspective
advocated by WHO (2018) and consumer advocacy groups (Scottish Recovery Network
2015). This form of care can be viewed as inadequate by people seeking a personally
driven recovery, even in the presence of symptoms (Deegan 1996; Glover 2012; Mental
Health Commission of NSW 2014).

In Australia, the overall ethos of mental health care from a humanitarian perspective and
dictated by government legislation is to provide “the best possible care and treatment in
the least restrictive manner” (Mental Health & Drug & Alcohol Office 2010, pp. 1, s68).
The governing mental health legislation in each country can differ within each state or
territory 8. Yet, it is often at the point of care when an individual is acutely unwell that the
consumers’ perspective and the clinicians’ perspective on the care they receive can differ
substantially (Mental Health Commission of NSW 2014). Legislation empowers the
clinicians to be able to make clinical decisions in the person’s best interests for care and
treatment, but may be viewed by the consumer as disempowering and restricting their
autonomy (Chiovitti 2011). The level of control exerted by clinicians, when against the
consumer’s wishes, to protect the consumer from harm has been, and remains, a

The law for detaining a person involuntary for mental health assessment and treatment is known in the
UK as the Mental Health Act (1983) and amended in 2007 and is the guiding legislation for treating people
with a mental illness (Mental Health Act 2007 (UK)). In NSW, Australia the Mental Health Act of NSW
(2007) and amended in 2015 is the legislative framework which protect the rights of people who are
considered as needing mental health assessment, care and treatment as an involuntary patient (Mental
Health Act 2007 (NSW)).
8
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contentious ethical issue (Chiovitti 2011). From some consumers’ perspective, it is during
these hospital-based, in-patient mental health care admissions that individuals experience
additional distress.

The following quotation from a consumer from a study by Brophy et al. (2016, p. 602)
illustrated their perspective of being an in-patient. “You go in there seeking help and
surviving the traumas in your life, but you end up having to cope with even more trauma.
It’s pointless.” This perspective illustrate some of the difficulties of providing mental
health care during periods of acute illness and the experience is reported to have long
lasting impacts on the individual. Camilleri et al. (2017) reported that in-patient
experiences can be viewed as traumatic and can lessen the likelihood of individuals
seeking help or further engaging with community-based mental health services. This
phenomenon is reported to be a causative factor when consumers fail to engage with
services and are considered lost to care (Bevington et al. 2013; Camilleri et al. 2017).
This lack of trust in services may cause individuals to avoid seeking help until their
symptoms of mental illness have escalated to the point of needing crisis intervention
(Bevington et al. 2013; Maura & Weisman de Mamani 2017). Since the number of people
with mental illness is escalating and community-based services are already overwhelmed
by referrals (Mental Health Commission of NSW 2014) the delay in seeking help adds to
the existing burden to the individual and their family/carers and increases their
vulnerability (Bevington et al. 2013; Camilleri et al. 2017). Furthermore, a cycle of acute
admissions and re-admissions for vulnerable consumers at the acute stages of their illness
perpetuates the strain on hospital and community-based care and holds little relief for the
consumer and their families (Maura & Weisman de Mamani 2017; Musket 2014). Hence,
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it is crucial to develop the therapeutic alliance between consumers and clinicians by
providing person-centred and empowering mental health interventions to regain trust and
thus improve mental health outcomes is evident.

The innovative TR program, Recovery Camp, endeavours to create strong linkages with
consumers residing in the community to support their mental health recovery (Moxham
et al. 2016) and potentially reduce the need for accessing emergency mental health care
through preventative means. Another aim of Recovery Camp is to use a socially inclusive
environment for TR that is far removed from the settings of traditional clinical work
placements to allow for more equality during social interactions between consumers and
undergraduate nursing students (Moxham et al. 2016). Hence, research is needed from
the consumers’ perspective whether these barriers are diminished whilst participating in
the recovery-oriented TR program. This study contributes to the knowledge gap by
delving deeply into these aspects of realising recovery.

Current politico-economic barriers
According to World Health Organization (2018) it is a human right to have access to
mental health care. However, upholding this right continues to be problematic (WHO
2018). There are several politico-economic barriers that limit the opportunity for the
participants of this current study from fulfilling their view of personal mental health
recovery. One of these barriers is the scarcity of accessible community-based mental
health services (APC 2020b). For example, in Australia, despite the extensive burden of
disease from mental illness, the mental health sector is greatly underfunded and receives
less than half the funding in comparison to other health sectors with similar burden of
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disease figures (Australian Medical Association 2018). With 45% of Australians likely to
experience a mental illness in their lifetime (Australian Institute of Health and Welfare
2018) only 35% of people who are mentally unwell will obtain some form of mental
health support from services (Mental Health Commission of NSW 2014).

This underfunding of mental health services is an international issue. For example, in the
UK, the British Medical Association (2017) 9 reports that spending on mental health care
in the UK equates to only 11% of the National Health Service budget. This allocation by
the UK Government is much less than the estimated 23% required for the country’s
burden of disease. Since the numbers of people across a range of mental health conditions
is increasing there is an increasing demand for mental health care (British Medical
Association 2017). Yet, Arboleda-Floŕez and Sartorius (2008); Mental Health America
(2020), and, Chang (2016) claim at worst many people throughout the world receive no
treatment of any kind and suffer alone and in silence.

Furthermore, out of the allocated mental health care budgets more money is spent on inpatient care than on community-based mental health care. The Mental Health
Commission of NSW (2014) 10 report the Australian state of NSW spends the least on
community mental health services yet spends the most on in-patient acute admissions
than any other Australian state or territory. The Mental Health Commission of NSW
(2014), claim the increase of acute admissions are preventable and are due to a gap of

The British Medical Association is the professional organisation for physicians and medical students in
the UK (British Medical Association 2017).
10
The Mental Health Commission of NSW is the statutory government organisation that monitors, reviews,
and improves the NSW mental health system (Mental Health Commission of NSW 2014).
9
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accessible and meaningful community mental health services. Similarly, the Australian
Medical Association (2018) 11 report the underfunding of mental health programs,
resulting delays in care, and fragmentation of services further marginalises a very
vulnerable group of Australians.

Across many community-based organisations, persons with complex mental health needs
experience numerous barriers accessing suitable support due to the fragmentation of
services and some service’s strict eligibility criteria (Mental Health Commission of NSW
2014; Stergiopoulos et al. 2018). The Scottish Recovery Network (2015) is a vocal
advocate for consumer rights. The following quotation from the Scottish Recovery
Network (2015, p.2) illustrates the difficulties of community mental health care, in times
of worldwide fiscal restraints and limited mental health services, to meet the recoveryoriented aspirations of an underserviced population:
This is a critical time for mental health. In the current climate of austerity and shrinking
services, people affected by mental health problems are finding it increasingly difficult
to access the right kind of support when they need it. Meanwhile, the shift towards rights
and recovery comes with an expectation of new, more progressive, ways of working that
are person centred, holistic and co-produced (Scottish Recovery Network 2015, p. 2).

This politico-economic context further justifies the need for an increase in communitybased mental health programs to support people with their mental health recovery. An
aim of the TR program in this study is to fulfil this gap in service provision by providing
an affordable and easily accessible mental health community-based service to enhance
personal mental health recovery for residents in the local region (Recovery Camp 2021b).
Failure to provide innovative recovery-oriented programs, such as Recovery Camp, only

The Australian Medical Association is the organisation representing physicians and medical students of
Australia (Australian Medical Association 2018).
11
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adds to the existing gap in service provision. The contribution of this current study will
inform mental health professionals interested in providing new and innovative recoveryoriented community-based programs on the value of TR from the first voice perspective.

Social health disparities
Persons living with a mental illness experience a high level of health disparities which
act as barriers to their mental health recovery (Maura & Weisman de Mamani 2017).
Health disparities relate to the poor health outcomes that are linked with and contribute
to the social, economic or environmental difficulties for people living with a mental
illness (Maura & Weisman de Mamani 2017). Inequalities already discussed in this
chapter are stigma, discrimination, disempowering health care and limited communitybased services which increase the likelihood of poor mental health, and at worst, increase
the risk of suicide. Other health disparities explored in the next sections relate to social
health and the lack of vocational, occupational, and recreational opportunities.

Social health disparities exist for persons with a mental illness who can often experience
higher levels of social isolation and loneliness than people who do not have a mental
illness (Yildirim & Budak 2020). Social isolation is often associated with lower levels of
social inclusion and support (Tew 2013; Toner et al. 2018). Isolation and loneliness can
negatively influence physical and mental health, and worsen pre-existing mental health
issues (Sheridan et al. 2018; Tew et al. 2012). For instance, Toner et al. (2018) asserts
such existing trends exist for many persons experiencing schizophrenia whereby their
negative symptoms may include low motivation and diminished emotional responses. As
such, these symptoms can exacerbate the impact of social isolation (Toner et al. 2018;
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Yildirim & Budak 2020). Social capital relates to the building of supportive networks of
friends or interested parties which results in the individual feeling a sense of belonging
and being perceived as a valuable contributor to the group (Sweet et al. 2018; Toner et al.
2018). People with a high social capital and with strong supportive networks have more
access to available resource such as access to knowledge, power, wealth and influence
(Sweet et al. 2018). Hence, people who have low social capital due to social isolation,
stigma and discrimination have limited resources to draw upon to enhance their wellbeing (Sweet et al. 2018).

An aim of the TR program under investigation of this study, is to facilitate greater social
interaction and build supportive networks and friendships to enhance psychosocial mental
health (Picton et al. 2018). Research into TR programs, such as Recovery Camp, and from
the first voice perspective, are needed to determine if this may be an experience and
whether being socially isolated relates to their recovery. This study has contributed to this
knowledge gap by capturing the meaning of enhanced psychosocial health through
engagement with Recovery Camp from the first voice perspective. This knowledge can
inform mental health practice application by developing programs that improve the
psychosocial health of consumers through meaningful engagement.

Another aim of the TR program was to provide a sense of occupation or vocation.
Supported employment services often have the expectation that individuals cannot work
until they are symptom free (Pooremamali et al. 2017). For many individuals, the
presence of the symptoms of mental illness can continue to a greater or less extent even
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when feeling at their most well and as such can limit their capacity to secure employment
(Pooremamali et al. 2017). Additionally, full time work can be viewed as too stressful or
overwhelming for the individual (Luciano & Meara 2014). Yet, having a meaningful
occupation and a sense of purpose in life forms an integral factor of mental well-being
(Iwasaki et al. 2017). Further psychosocial and financial benefits are also present when
undertaking meaningful occupations (Blank et al. 2015). Connecting and networking with
colleagues, increases the sense of being valued, enhances identity and increases social
capital (Iwasaki et al. 2017; Tew 2013). Additionally, attendance at work provides a
routine and structure to the day, providing a sense of purpose and agency (Blank et al.
2015). Conversely, individuals may feel worthless and undervalued when not engaging
in meaningful occupations. For this reason, one of the aims of the TR program, Recovery
Camp, is to provide a sense of meaningful occupation, or vocation, and for attendees to
engage in a structured routine for a week whereby there is a meaningful purpose
incorporated in the activities and social interactions. This study has investigated whether
the intervention is able to fulfil this important aspect of mental and psychosocial wellbeing. The knowledge generated from the first voice perspective has further practical
considerations by illuminating that an alternate type of program, such as Recovery Camp,
has the capacity to satisfy an important psychosocial need for meaningful occupation.

This section has explored some of the barriers and health disparities which inhibit mental
health recovery and which the therapeutic recreation intervention, which is the focus of
this current study, aims to address. Many centuries of stigma directed toward persons with
a mental illness has created a bio-medicalised health care approach which objectifies and
disempowers marginalised people when they are their most vulnerable. The historical
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perspective throughout the western civilised world has perpetuated up to present day and
compounds the existing self-stigma and low self-worth experienced by persons with a
mental illness. Though current clinical approaches to mental health care purportedly aim
to protect people from harm and reduce the disabling symptoms of mental illness a
consequence often caused is to further the sense of disempowerment. On a global scale,
mental health resources and community-based mental health services are overstretched
and often fragmented and are unable to holistically support people in their mental health
recovery. The lack of community-based intervention has the potential to increased and
preventable in-patient admissions. Persons with a mental illness also experience the
existence of other significant health disparities, for example social isolation and low
social capital. The need for meaningful occupation is also evident from the existing
literature and the resultant benefits for mental and psychosocial health is clear. Therefore,
programs that support mental health recovery and foster psychological and social health
and increase vocational opportunities would be advantageous. The use of TR programs
therapeutic to benefit people living with a mental illness is evolving as a novel alternative
to the more conventional forms of clinical mental health care (Patterson et al. 2016; Picton
et al. 2020). How this can be achieved using a TR program is discussed in greater depth
in the next chapter.

Chapter summary
This chapter has provided the background evidence relating to the magnitude and
significance of the barriers individuals encounter with living with a mental illness. It is
clear that current community service provision remains overstretched, and that more
affordable and accessible recovery-oriented innovation is needed. New approaches are
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urgently needed to lessen the impact of psychological distress and reduce the risk of poor
mental health outcomes. These new and innovative approaches to mental health care
should incorporate the notions of personal mental health recovery. Recovery Camp is one
such recovery-oriented initiative. As yet, no research exclusively from the first voice
perspective has been conducted on whether any of these barriers are lessened though
engagement with the TR program and whether mental health recovery is realised. This
study will fill this knowledge gap by examining whether Recovery Camp may assist
persons with a lived experience of mental illness to overcome some of the barriers to
personal mental health recovery. The next chapter engages with the existing literature on
TR and to set the contextual scene of the intervention. Likewise, a more detailed overview
of Recovery Camp is provided and includes a discourse on how TR is posited to address
the numerous barriers to mental health recovery that have been introduced in this chapter.

63

CHAPTER THREE
ENGAGEMENT WITH THE LITERATURE
Introduction
This chapter has two sections, the first section introduces TR and provides an overview
of the TR program known as Recovery Camp which is the intervention that forms the
basis of this study. The second section of this chapter is a discussion, supported by an
engagement of the TR literature, to establish the context in which the intervention of this
PhD is based. The underpinning theoretical knowledge of TR, as a strength-based
approach is introduced to clarify the rationale for the types of recovery-oriented
experiences that can be delivered. Indeed, TR is posited to address some of the significant
barriers in sustaining personal recovery that were discussed in Chapter Two. Threaded
throughout the discussion of the previous chapters a number of points have been raised
that identify a knowledge gap. In the final section, the existing relevant literature based
on Recovery Camp is discussed and how this study will rectify the knowledge gap is
addressed.

Section 1: Recovery Camp
Therapeutic recreation
Recovery Camp is an intentionally designed recovery-oriented and strength-based TR
program (Moxham et al. 2017). The American Therapeutic Recreation Association
(ATRA) (2021) contend TR aims to maximise physical and psychological health,
recovery and well-being through meaningful participation in structured recreation and
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leisure-based activities. As such, TR services offer a highly individualised program to
meet the holistic needs of individuals who have long-term disabilities or health conditions
(Jennings & Guerin 2014). The purpose of TR programs is to facilitate enhanced quality
of life and provide opportunities for improved functioning, healthy lifestyles, enhanced
independence and greater engagement in all aspects of living (ATRA 2021). These aims
of TR are congruent with the purpose of the Recovery Camp which is regarded as a
recovery-oriented program and aims to surmount the barriers of mental illness (Moxham
et al. 2015).

Therapeutic recreation is implemented as a therapy in the United States of America and
Canada (Fenton et al. 2017; Winsper et al. 2020) whereas it is still emerging in Australia
and the UK (Moxham et al. 2015; Peel & Robinson 2019). The term TR is also described
as recreational therapy or leisure therapy, and, specialists providing TR programs are
usually qualified at a bachelor’s degree level or higher (ATRA 2021). Services delivering
TR programs can be offered in various locations and settings. For example, commonly
used settings include in-patient and out-patient hospitals, aged care facilities, schools,
community-based services and sporting and recreational facilities (ATRA 2021).

The setting of Recovery Camp is purposefully situated in a bush setting to offer respite
and recuperation for persons living in metropolitan areas and provide a change from the
daily routines of community living (Picton et al. 2018).There are several locations that
Recovery Camp is held in Australia each year. For the purpose of this current study,
Recovery Camp was located at Yarramundi in NSW, Australia during 2018 to 2019.
Figure 6 (Google Maps 2019) illustrates the locality of Recovery Camp based at
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Yarramundi which is situated near the Nepean River and the Blue Mountains, north west
of Sydney.

Recovery Camp at Yarramundi, NSW

Figure 6: Locality of Recovery Camp at Yarramundi, NSW, Australia

The different forms of therapeutic recreation
All forms of leisure and recreational pursuits or hobbies can form the basis of a TR
activity (Hood & Carruthers 2016b). The distinction between personal leisure, recreation
pursuits and hobbies and TR, is that the latter is intentionally structured using an
evidence-based rationale to optimise the health benefits and well-being of those
participating (ATRA 2021). Well known types of outdoor TR activities are wilderness
therapy (Gillis et al. 2016; Woodford et al. 2017), equine therapy (Corring et al. 2013),
walking groups (McCaffrey & Liehr 2016; Priest 2007), soccer (Lamont et al. 2017;
Moloney & Rohde 2017), sailing (Carta et al. 2014; Lauchlan 2018), horticultural therapy
(Hall et al. 2018; Howarth et al. 2018) and fishing (Bennett et al. 2017; Mowatt & Bennett
2011). Indoor-based TR activities include creative art pursuits (Stickley et al. 2018; Van
Lith 2015), yoga (Sandroff et al. 2015), and singing and music groups (Boso et al. 2007;
Dingle et al. 2017). Recovery Camp provides a varied and comprehensive program of TR
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activities by delivering a five day and four night nature-based adventure camp (Moxham
et al. 2015). The length of the Recovery Camp program allows for immersion in a wide
range of activities and social interactions. This immersion enables attendees to have many
opportunities to participate in challenging TR outdoor activities designed to promote
psychosocial, cognitive and physical wellbeing (Picton et al. 2018). More detail on the
type of activities of the TR program is discussed later in this section under the heading:
The TR program delivered by Recovery Camp.

Recovery Camp is unique to many other forms of TR activities and provides a
purposefully novel approach to the delivery of recovery-oriented and strength-based
activities (Patterson et al. 2017). It is the dual purpose of Recovery Camp that
distinguishes it from other forms of TR designed for persons with a mental illness
(Patterson et al. 2017). This will now be discussed.

The emergence of a novel form of therapeutic recreation
In 2013, Recovery Camp was first devised and co-ordinated by an academic team from
the University of Wollongong, Australia. The concept of Recovery Camp was conceived
in an attempt to resolve a lack of professional mental health experience placements for
undergraduate nursing students and undergraduate allied health students (psychology,
exercise science, nutrition and dietetic students) (Recovery Camp 2021d). Colloquially
known in Australia as a clinical placement, Recovery Camp serves a dual purpose. The
first is to provide a professional mental health learning experience for university
undergraduate health care students, in this instance nursing students. The second purpose
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is to serve as a recovery-oriented TR program for people experiencing mental illness
(Recovery Camp 2021a).

Since its inception, Recovery Camp has delivered over 72,000 hours of mental health
professional workplace learning for undergraduate students (Recovery Camp 2021c).
Currently, there are six Recovery Camps held annually in various settings nationwide
throughout Australia (Recovery Camp 2021d). Recovery Camp has catered for
undergraduate nursing students on clinical placement from ten Australian universities and
one overseas university (Recovery Camp 2021c). It has also hosted visiting scholars from
three international universities. This present study contributes to knowledge acquisition
by examining the unique impact perceived by consumers of their direct contact and
involvement in the education of undergraduate nursing students whilst engaged in
recovery-oriented and strength-based TR activities. Table 2 provides an outline of the
universities who have utilised the clinical placement as a learning experience for
undergraduate nursing students.
Table 2: Universities attending Recovery Camp

Universities attending Recovery Camp
Name

Abbreviation

Australian Catholic University, Australia

ACU

Charles Sturt University, Australia

CSU

Central Queensland University, Australia

CQU

Federation University, Australia

FedU

Royal Melbourne Institute of Technology, Australia

RMIT

68

Southern Cross University, Australia

SCU

Taipei Medical University, Taiwan

TMU

University New England, Australia

UNE

University of Wollongong, Australia

UOW

University of Tasmania, Australia

UTAS

University of Technology Sydney, Australia

UTS

The TR program delivered by Recovery Camp
The program of activities serve to deliver a person-centred, recovery-oriented and
strength-based TR experience for people with a mental illness whilst concurrently
fostering professional competence in recovery-oriented mental health care for
undergraduate nursing students (Picton et al. 2018; Taylor et al. 2017).

The activities are led by outdoor adventure specialists who have coordinated with the
academic team to adapt the activities for the purpose of Recovery Camp. The embedded
TR program consists of varied physical, social and cognitive group activities. These
activities include traversing an alpine rescue and a high wire course; wall climbing; an
18m (59 feet) giant swing; archery; a 12m (39 feet) high flying fox and orienteering
(Moxham et al. 2015; Picton et al. 2018). Team-building activities challenge participants
physically, cognitively, psychologically, and interpersonally by extending themselves to
find solutions to devised team problems. Opportunities for social interactions are offered
through the immersion of the program and also during a trivia night and a country music
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dance 12, colloquially known as a bush dance. The daily tai chi or qigong classes as well
as yoga classes provides the participants with the opportunity to develop mindful
movement, co-ordination and relaxation. Additionally, creative expression is promoted
through art and craft activities, such as tie dying tee shirts or pillowcases (Picton et al.
2018). During the summer months, swimming and canoeing activities are offered as part
of the structured TR program.

Several people with a mental illness lead the group activities such as the arts and crafts
sessions, trivia quiz, yoga, qigong, and a recovery-oriented wellness group. One group
session intentionally focuses on people living with a mental illness freely their sharing
recovery stories, if they so wish. During this session persons sharing their stories, explain
to the undergraduate students the type of mental health support that is helpful to them and
their experiences of mental health services (Recovery Camp 2019b). On the final night,
the experience culminates with the whole group sitting around a campfire and speaking
about their camp experience (Picton et al. 2018).

Some of the activities occur with the whole group of attendees such as during the bush
dance. Other activities occur simultaneously and offer a choice for attendees to participate
in such as soccer, yoga and nature walk. For the smaller group TR activities, attendees
are allocated to a group of approximately seven consumers and eight undergraduate
nursing students and follow the specific program for their group. Table 3 provides an

12 In Australia, a country music dance is often known as a bush dance and is derivative of Celtic, United
Kingdom and Northern European folk dances. In the United States of America, similar dances are known
as barn dances, hoe-downs or square dances.
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example of a program of TR activities allocated to one group. Debriefing sessions are led
by the group facilitators after each group activity which allows for sharing insights and
reflection on the activity. It is during this debrief time that the activity is used to segue to
conversations about clinical placements and student learnings and also about personal
recovery for consumers. For example, the group facilitators may discuss the risk
associated with doing the activity. This conversation is guided toward such topics as when
is it okay to take a risk (professionally and/or personally), mental health risk assessment,
the dignity of risk and so forth. Free time is structured in the day for people to rest or
socialise.

The accommodation consists of bunk bed cabin style units which the students and
consumers share in separate groups and are further split by gender. All meals are eaten
communally in a large dining hall which also acts a social meeting space (Recovery Camp
2021b).
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Table 3: Example of the Recovery Camp program

TR activity program for one group of 18 persons
Monday
11am Arrival
Introduction
Surveys
Cabin
Allocation
Camp
Orientation

12:30pm Lunch
1:30pm Get to
know you
games
3pm Afternoon
tea
3:30pm Alpine
rescue

5:30pm Dinner
6:30pm Student
discussion
7:30pm Team
building games

Tuesday

Wednesday

Thursday

Friday

8:00am Free
time or
Outdoor yoga
with R
8.30am
Breakfast

8:00am Free
time or
Outdoor yoga
with R
8.30am
Breakfast

8:00am Free
time or
Outdoor yoga
with R
8.30am
Breakfast

9:15am Qigong
or
nature walk or
team soccer

9:15am Qigong
or
nature walk or
team soccer

9:15am Qigong
or
nature walk or
team soccer

10:15am
Morning tea

10:15am
Morning tea

10:15am
Morning tea

10:30am
Archery

10:30am Team
initiatives

10:30am High
ropes

12:30pm
Lunch
1:30pm Rock
climbing

12:30pm
Lunch
1:30pm Flying
fox

12:30pm
Lunch
1:30pm
Orienteering

12:30pm
Lunch
1:30pm Surveys

3pm Afternoon
tea
3:30pm
Individual art
expression by
the river
4:30pm Free
time
5:30pm Dinner
6:30pm Bush
dance

3pm Afternoon
tea
3:30pm Craft
group with K
4:30pm Student
discussion

3pm Afternoon
tea
3:30pm Sharing
lived experience
4:30pm Student
discussion

2pm Departure

5:30pm Dinner
6:30pm Trivia
quiz with M and
S
8pm Free time

5:30pm Dinner
6:30pm Camp
fire

8pm Free time

8:00am Free
time or
Outdoor yoga
with R

8.30am
Breakfast
9:15am
Qigong or
nature walk or
team soccer
10:15am
Morning tea
10:30am Giant
swing

8pm Free time
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Section 2: Engagement with the literature
A strength-based conceptual framework of TR
Recovery Camp delivers a strength-based approach to the TR activities. Hood and
Carruthers (2016b) assert TR is a strength-based therapy. Leisure and recreation activities
are intentionally devised to develop the person’s intrinsic resources and strengthen their
capacity instead of focusing attention on their disability (Hood & Carruthers 2016a;
Picton et al. 2019). A strength-based approach to mental health recovery is advocated by
Glover (2012) and Leamy et al. (2011). Glover (2012) proposed that focusing on personal
strengths enables a movement from mental health states that are no longer useful to that
of more positive states such as connectedness, discovery, hope, forming an active sense
of self and enhanced ability to respond and take control. Similarly, Leamy et al. (2011)
identified five key intersecting processes which foster mental health that are enhanced by
a strength-based approach. These processes are social connectedness; hope and optimism;
a positive self-identity; experiencing meaning and purpose in life and empowerment
(Leamy et al. 2011).

Recovery Camp is an example of a recovery-oriented and a strength-based TR program
(Picton et al. 2018) It is grounded in the notions of personal mental health recovery
(Glover 2012; Leamy et al. 2011). It is also grounded to the conceptual work on Leisureinduced Meaningful Engagement with Life 13 by Iwasaki et al. (2018). The framework by
Iwasaki et al. (2018) has grouped the impact of a strength-based approach of TR into five

Iwasaki et al. (2015); Iwasaki et al. (2018) uses the terms leisure and leisure pursuits and acknowledges
the linkage with TR as a practical and applied model of meaning-making leisure activities.

13
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themes which can enable people to live a fulfilled and meaningful life. These key themes
are identified as: 1) a joyful life, 2) a connected life, 3) a discovered life, 4) a composed
life, and 5) an empowered life. (Iwasaki et al. 2018).

The theme of a joyful life refers to the savouring of positive experiences and the mindful
enhancement of the positive emotions these experiences evoke and leads to enhanced
personal development (Iwasaki et al. 2018). A connected life relates to the holistic and
meaningful relationships and connections formed through social, cultural, ecological and
spiritual means (Iwasaki et al. 2018). The theme of a discovered life purports to selfdiscovery and enhanced self-identity and can occur through meaningful self-expression
or reflection upon what can be learnt about one’s self from participating in TR (Iwasaki
et al. 2018). According to Iwasaki et al. (2018) the role of engaging in freely chosen
leisure pursuits can facilitate the experience of a composed life. Being composed during
TR activities relates to being autonomous, self-contained, and exercising control over
one’s emotions and behaviour in a meaningful way (Iwasaki et al. 2018). The final theme
is an empowered life and refers to the sense of liberation and emancipation experienced
through striving with the challenges experienced through leisure pursuits or TR. The TR
experience enhances competency and the capability to cope with stress and become more
resilient (Iwasaki et al. 2018). Figure 7 illustrates the five themes that encompasses a
meaningful life.
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a joyful life

Meaningful
engagement

a connected life
a discovered life
a composed life
an empowered life

Figure 7: Five constructs of Leisure-induced Meaningful Engagement with Life
The conceptual work by Iwasaki et al. (2018) provides a framework that identifies some
of the benefits for persons with a mental illness through their engagement in TR and can
be associated with many key concepts of personal mental health recovery (Glover 2012;
Leamy et al. 2011). For the purpose of this study, because of its correlation to recovery
the conceptual framework of Leisure-induced Meaningful Engagement with Life
(Iwasaki et al. 2018) is considered well suited to guide the findings.

Iwasaki et al. (2018) contends the drive to find meaning in life is a powerful motivator
and that most people can find some personal meaning through engagement in freely
chosen and worthwhile TR activities. The framework by Iwasaki et al. (2018) draws upon
constructs of The Leisure and Wellbeing Model by Hood and Carruthers (2016b) and the
constructs of the Self-Determination Theory (SDT) by Ryan et al. (2008; 2013) to
highlight the connections with the type of TR experiences, motivation and meaningful
engagement. Hood and Carruthers (2016b) identifies the type of functions that TR
experiences can offer as savoring leisure; authentic leisure; leisure gratification and
mindful leisure. The motivational concepts of psychological wellbeing (SDT) devised by
Ryan et al. (2008) are: 1) Pursuing intrinsically motivated goals; 3) Being mindful and
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self-aware; and 3) Fulfilling the fundamental psychological needs for competence,
relatedness and autonomy. According to Ryan et al. (2013) psychological well-being and
psychological flourishing results from the gratification of the three core psychological
needs. Iwasaki (2017) and Hood and Carruthers (2016b) assert that TR serves as the
conduit to gratify these fundamental psychological needs. These psychological concepts
align with the notions of meaningful engagement by Iwasaki et al. (2018). The following
section engages with the existing literature on TR to examine the benefits to personal
mental health recovery.

Therapeutic recreation and personal mental health recovery
Mental health recovery is regarded by Tew (2013), as an essentially personal and social
process. Internal psychological distress is alleviated whilst combined with social reengagement in a manner that is reciprocally reinforcing. Hence, engagement with the
literature will focus on the psychosocial dynamics of mental health recovery in relation
to TR activities that enhance these intersecting processes. To guide the discussion,
literature regarding the psychosocial and strength-based approach to TR for persons
living with a mental illness were categorised into the five constructs of Leisure-induced
Meaningful Engagement with Life (Iwasaki et al. 2018). The literature on the benefit of
TR highlight connections with personal mental health recovery.

A joyful life
In this section the notion of a joyful life (Iwasaki et al. 2018) is considered. The literature
is explored on subjective wellness, otherwise known as hedonia (Moran & Nemec 2013),
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and the intersection with psychological well-being, which is known as eudaimonia 14
(Moran & Nemec 2013). The findings of several primary studies regarding TR for persons
living with a mental illness are introduced to substantiate the concepts of psychosocial
mental health recovery, and the notions of meaningful engagement by Iwasaki et al.
(2018).

Therapeutic recreation interventions are often perceived as fun and pleasurable activities
(Corring et al. 2013; Moloney & Rohde 2017; Mutz & Muller 2016). Iwasaki et al. (2018)
asserts that TR programs are purposefully structured to use pleasurable activities to enrich
the individuals’ subjective well-being to experience a more joyful life. Experiences which
evoke happiness serve to replace a negative affect with a positive affect (Iwasaki 2017).
The value of undertaking activities that are pleasurable can be understood through the
lens of a broad theoretic approach regarding subjective well-being. The hedonic approach
to happiness is drawn from the Positive Psychology movement (Seligman 2011) and Selfdetermination Theory (Ryan et al. 2013). Originally proposed by Aristotle, a hedonic
approach relates to pleasure attainment or seeking comfort and the avoidance of
emotional pain (Ryan et al. 2013). Hedonia is largely associated with the immediate
gratification derived from experiencing positive emotions within the present moment
(Moran & Nemec 2013; Ryan et al. 2013). Moran and Russo-Netzer (2016) remind us
that the pursuit of happiness can be severely disrupted when a person is mentally
distressed or when poor self-esteem and self-stigmatising attitudes inhibit the person
undertaking activities that are usually regarded as pleasurable. Feeling a low mood and
displaying a negative affect, as well as experiencing anhedonia and amotivation are

Eudaimonia can be spelled in several ways, for example eudemonia. For the purpose of this study the
spelling of eudaimonia is used throughout the thesis.
14
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strongly linked with mental ill health (Deci & Ryan 2008; Moran & Russo-Netzer 2016).
Hence, according to Iwasaki (2017), activities which maximise positive emotions such as
happiness, are regarded as highly beneficial for people with a mental illness. Therapeutic
recreation activities which offer pleasurable experiences support people to relate to their
internal motivation to seek and live a more joyful life (Iwasaki 2017; Picton et al. 2020).

The presence of hedonia and enhanced subjective well-being resulting from participating
in TR activities are evident from the findings derived from a number of primary research
studies (Corring et al. 2013; Moloney & Rohde 2017; Webber et al. 2015). A
phenomenological study by Corring et al. (2013) explored the advantages of horse-riding
for people with a mental illness. The study’s participants described experiencing fun and
great enjoyment as a result of participating in horse-riding (Corring et al. 2013).

Webber et al. (2015) conducted a mixed method study with 171 participants on how their
participation in a community-based allotment garden enhanced their mental health and
well-being. Qualitative themes were derived from the narrative data using thematic
analysis and the authors reported participants expressed joy and experienced less despair
through the activity of community gardening (Webber et al. 2015). A qualitative
systematic review on TR by Picton et al. (2020) also revealed from 18 papers that naturebased TR activities were perceived to evoke pleasant emotions.

Another broad approach to well-being; happiness and what constitutes a joyful and
satisfying life, is known as the eudaimonic approach (Moran & Nemec 2013). Hedonic
pleasure relates to subjective well-being and often pursing transitory happiness as the
outcome. The distinction with eudaimonia, a concept also originally proposed by
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Aristotle, is the pursuit of a life of happiness achieved through finding meaning, purpose
and self-actualisation (Ryan et al. 2013). In this regard, eudaimonia relates to
psychological well-being rather than the subjective state of well-being. The eudaimonic
approach may require exerting long-term effort to achieve the intrinsic satisfaction from
attaining meaningful life goals (Huta 2015). The eudaimonic approach enables intrinsic
and extrinsic resources, otherwise known as strengths, to be the focus of psychological
growth and flourishing and enables people to succeed despite experiencing adversity
(Moran & Nemec 2013). Elements linked with the eudaimonic approach include
mindfulness, self-discovery and self-awareness, goal setting, autonomy and selfdetermination, competence and mastery, altruism, optimism and hope (Hood &
Carruthers 2016b).

The eudaimonic approach to life advocates the person seeks meaning and purpose and be
authentic to their desires and is a motivator for self-determination (Iwasaki et al. 2018).
Martin Seligman (2011; 2002), whose seminal work informed the Positive Psychology
movement, claims meaningful engagement involves both finding existential meaning and
actively partaking in the activities that are valued to the person on a personal, social,
spiritual and/or cultural level. According to Seligman (2011) engagement in worthwhile
activities which involve making sense of, and, finding meaning and purpose, are vital
components to attain contentment, psychological well-being and the capacity to flourish.
The type of TR experience which enhances this psychological state is known as mindful
leisure (Hood & Carruthers 2016b). Iwasaki et al. (2018) considered living a joyful life
to include eudaimonia and the savoring of positive emotions experienced during mindful
endeavours.
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Garland et al. (2015) asserts the practice of mindfulness allows for reflexivity to create
eudaimonic meaning to foster flourishing. Originally drawn from Eastern philosophies,
mindfulness is the intentional focus on the present activity with care and consideration so
that the experience becomes intrinsically meaningful (Garland et al. 2015). Garland et al.
(2015) argues mindfulness is more than an intentional detachment from a cognitive state
of judgmental thinking about past and future concerns. Indeed, mindfulness focusses the
person’s attention on the current experience to form a positive appraisal of any changes
that can be made to make the experience more intrinsically worthwhile (Garland et al.
2015). The association with mindfulness and TR have been investigated with the
quantitative comparative study by Mutz and Muller (2016). The quantitative comparative
study considered the influence on the mental health of university undergraduate students
from their participation in an adventure camp. The findings supported a significant
improvement in three core functions of eudaimonia; life satisfaction, happiness and
mindfulness (Mutz & Muller 2016, p. 110).

Hood and Carruthers (2016b) and Iwasaki et al. (2018) discussed the process of
mindfulness as a form of emotional regulation to challenge negative assumptions of
adversity and the savouring of a positive experience. In this way, activities that may seem
trivial, tedious or stressful serve a purpose and create a deeper, more composed,
connected and joyful engagement with life (Iwasaki et al. 2018). Hood and Carruthers
(2016b) profess a positive impact of mindful leisure, which includes TR, is the restorative
function that shields individuals from the stressors of life. Studies by Jennings and Guerin
(2014) and Price et al. (2015) demonstrate that for individuals who are vulnerable due to
experiences of trauma, the savouring of positive experiences in a mindful way, whilst also
being challenging, can greatly enhance overcoming past negative life experiences.
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Outcomes of mindful practice are authenticity, self-awareness and self-discovery,
optimism and hope (Garland et al. 2015; Hood & Carruthers 2016b; Iwasaki et al. 2018;
Ryan et al. 2013). The findings of the aforementioned studies indicate that TR may assist
persons with a mental illness to overcome some of the significant barriers to the
realisation of recovery.

The existing literature conducted on Recovery Camp have also indicated the perception
of fun and enjoyment. The evaluation study undertaken on Recovery Camp by Moxham
et al. (2015) examined whether expectations were met whilst participating. The
participants (n=27) were asked to freely compose a list of expectations of the intervention.
At the end of the camp the participants used a 10-point Likert scale to rate how each of
these expectations were met. The findings showed that the consumers’ expectation of
experiencing fun were met (Moxham et al. 2015). Yet, a deeper delve into the meaning
of fun, enjoyment and savouring positive emotions experienced by consumers during
Recovery Camp is needed. Indeed, understanding what aspects are perceived to be
enjoyable during Recovery Camp and whether these aspects were eudaimonic in nature
and included mindful endeavours would inform those involved with planning TR
programs of this facet of TR design. The following section explores the value of living a
connected life through the meaningful engagement in TR to enhance personal mental
health recovery.

A connected life
Iwasaki et al. (2018) used the term of a connected life to describe the experience of
relatedness and flourishing from making holistic connections. Relatedness is a holistic
term and refers to social, physiological, physical, cultural and spiritual and ecological
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connectedness with self, others and the environment (Lamont et al. 2017). Iwasaki (2017)
discussed the value of experiencing a sense of belonging and the opportunities to develop
social interpersonal relationships for people who are socially isolated. Tew et al. (2012)
reminds us that forming a sense of social connectedness has a positive impact on
eudaimonic psychological well-being. Likewise, Ryan et al. (2013) contends the
gratifying the need for relatedness is pivotal in self-determination which is linked with
mental health recovery.

A qualitative study by Lamont et al. (2017) identified a theme relating to social
connectedness. The study collected data from four focus groups with 25 participants
(n=25: service users n=18; staff n=7) all of whom participated in soccer based activities
(Lamont et al. 2017). Using thematic analysis to explore the data revealed a theme which
encompassed the positive social relationships within the team and how having a team
identity enhanced mental health well-being (Lamont et al. 2017). Belonging and relating
to each other as a team predominately overshadowed the individuals’ identity of having
a mental illness and indicated the activity was a very gratifying experience (Lamont et al.
2017). The psychological gratification of experiencing a sense of achievement and
savouring positive emotions from a sense of social connection, was also described in a
qualitative study by Moloney and Rohde (2017).

The need of connectedness and relatedness is strongly embedded with social health and
the supportive environments. Figure 8 illustrates the intersection with psychological and
social well-being and supportive environments and highlights the interwoven nature of
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mental health and well-being which is contingent on several influences existing
concurrently.

Psychological
well-being

Social wellbeing

Supportive
environments

Figure 8: Intersection of psychosocial well-being with supportive environments
The existing literature suggests that developing social connectedness and forming social
networks is one of the strongest enablers for enhanced mental health and psychological
well-being (Hood & Carruthers 2016b; Tew et al. 2012). Iwasaki et al. (2018) identified
the theme of a connected life to describe numerous forms of meaningful connectedness,
which includes social connections. The formation of social networks and developing links
with supportive people and utilising available resources, increases the individual’s
capacity for social capital (Tew et al. 2012). Indeed, individuals are more likely to become
empowered through enhanced social capital and increase meaningful engagement as a
result of developing stronger community links (Lamont et al. 2017).

A significant barrier to recovery is the presence of low self-esteem, social anxiety and
self-stigmatising attitudes for individuals that can inhibit their taking full advantage of
the opportunities for developing social networks and restrict them from experiencing a
sense of connectedness from social engagement (Corrigan et al. 2013). As part of the
recovery-oriented approach, community-based mental health services aim to provide
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opportunities for individuals to develop social networks and gain a sense of connection
(Tew et al. 2012). Additionally, non-government mental health organisations (NGOs) can
offer recreation and social opportunities as part of their structured recovery-oriented
programs (Lamont et al. 2017). However, as the previous discussion in Chapter Two
revealed, many people living in the community do not receive adequate support and the
support they receive may be limited or fragmented and/or they may be reticent to engage
with traditional mental health services (Lamont et al. 2017; Magee et al. 2015).
Throughout the emerging literature concerning the benefits of TR, the most predominant
theme is providing increased opportunities for social interaction, development of
friendships and social connectedness. Discourses within the literature evidence that
participation in TR can enhance social connectedness and increase opportunities to form
social networks through providing socially inclusive and non-traditional environments
(Cotton & Butselaar 2013; Fenton et al. 2017; Harris 2017; Picton et al. 2018).

Findings from a mixed method study by Cotton and Butselaar (2013), which explored the
therapeutic benefit of adventure camps for people with mental illness, measured a
significant improvement in social connectedness (p<0.001). An integrative literature
review conducted by Fenton et al. (2017) on the physical and social benefits for people
with a mental illness during participation of TR activities. The review revealed the most
common theme identified was forming social connections (80%) and expanding social
networks; social inclusion and encouraging further socialisation outside of the activity
and accessing further community recreation activities (62%).

A mixed method study conducted by Howarth et al. (2018) examined TR, in the form of
a community gardening program. The qualitative data supported the view that connection
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through social interaction was a positive outcome for the participants. The researchers
reported an overall improvement of 45% for opportunities to increase social networks
(Howarth et al. 2018). A pertinent qualitative theme arising from the grounded theory
analysis related to seeing beyond the diagnosis which led to participants feeling relaxed
enough to connect with peers and improve their social skills whilst undertaking
community gardening. Another theme arising from the study by Howarth et al. (2018)
considered the culture of the organisation whereby participants described the informality
of the service; the friendliness displayed by staff and the social milieu promoted a sense
of safety and acceptance which was welcoming and non-judgmental. In this regard, the
community garden was described by Howarth et al. (2018) whereby people were able to
integrate into the community and strengthen their confidence whilst re-connecting with
others.

Recently, soccer has been used as a conduit to offer men, who are reticent to engage with
mental health care services, a non-traditional setting for mental health support. Notable
studies by Moloney and Rohde (2017), Mason and Holt (2012), Magee et al. (2015),
Darongkamas et al. (2011) and Lamont et al. (2017), highlight the use of soccer and team
sports to encourage social cohesion and connectedness. These studies reported that
participants expressed a strong sense of belonging and camaraderie from their
participation in the team sport which occurred both during and after the game. These
studies offer valuable insight into development of social connectedness from different
forms of TR.

Existing studies that relate to the social connections formed at Recovery Camp refer to
the goal attainment of meeting new people (Moxham et al 2015) and the continued need
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for social support following Recovery Camp (Tapsell et al. 2020). One theme identified
in the qualitative study by Picton et al. (2018) was Relationships. The positive impact of
social relationships on mental health was identified by these studies but further research
is needed to examine what type of relationships and with whom, were meaningful to
persons with a lived experience during Recovery Camp. Further consideration is needed
as to whether these relationships were perceived to be associated to their realization of
recovery and reduced social isolation.

Iwasaki et al. (2018) also explored other aspects related to the notion of a connected life
which included a connection with nature. The nature-based setting of some TR programs
has significant, positive outcomes (Adams & Morgan 2018; Bryson et al. 2013; Harris
2017). Recovery Camp is located in a nature-based setting. A study by Moxham et al.
(2015) identified that more than half of the consumers attending Recovery Camp had an
expectation to form a connection with nature. Yet, no research has deeply explored the
notion of whether undertaking TR in nature-based setting during Recovery Camp has any
impact on recovery from the first voice perspective. In pursuit to answer the research
question and to redress the gap in the literature on Recovery Camp, this current study 15
has considered the positive impact of nature-based settings on mental health recovery.

There are different means as to how nature-based therapies have been used to promote
mental health and well-being. According to Bryson et al. (2013), unlike traditional
psychosocial interventions, nature-based adventure therapy occurs in a nature setting and

During the course of this study I published a paper (Picton et al. 2020) reporting on a qualitative
systematic review that extensively examined the existing evidence of undertaking TR in nature-based
settings and identified some positive mental health outcomes.

15
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can expose individuals to a variety of potentially new and challenging activities such as
camping or traversing a high wire course. Having an affinity or an appreciation of nature
prior to undertaking nature-based TR activities is not necessarily a significant factor for
meaningful engagement. A causal relationship of a predisposition or affinity towards
nature based activities has not been clearly identified in the literature with what indicates
to be a number of complex variables influencing engagement (Harris 2017). Yet, an
appreciation of the aesthetic qualities and connection with nature from engaging in
nature-based TR activities have been described in the qualitative study by Harris (2017).
Participants described a hedonic pleasure and joy from observing nature and evoking a
sensory experience such as sights; sounds and smells (Harris 2017).

From an examination of the existing literature, engaging in TR activities in nature settings
has a positive impact on psychosocial health and well-being (Korpela et al. 2014).
Opportunities for social engagement is strengthened and this can enhance psychological
well-being (Picton et al. 2020). The ecological setting can be perceived as relaxing and
aiding restoration which may also have psychological benefit (Adams & Morgan 2018).
The literature surrounding accessing nature suggest it has a protective influence on mental
health through psychological restoration (Ulrich et al. 1991) and can lessen mental fatigue
(Kaplan 1995). These mediators may have a synergic effect combined, to have a positive
influence on individuals’ mental health and well-being (Picton et al. 2020). Adams and
Morgan (2018) also suggest that TR based recovery is further enhanced in nature settings
by the reciprocal reinforcement of exposure to nature, supportive connectedness with
others, and greater self-discovery.
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The mixed method study by Webber et al. (2015) which has been elucidated previously,
considered eudaimonic well-being of community gardeners. Using a variety of validated
tools to measure eudaimonic well-being and quality of life, participants (n=171) rated
their emotional connection to nature in relation to the amount of time spent gardening.
The findings demonstrate that the more hours per week spent gardening was significantly
associated with higher connectedness to nature and eudaimonic well-being and
psychological quality of life (Webber et al. 2015).

A thematic analysis undertaken by Adams and Morgan (2018) highlighted the restorative
qualities of nature by delivering a program of nature-based activities in a supportive group
setting. The program included “guided nature walks, conservation tasks, green
woodworking, wild food foraging, shepherding, mindfulness, and creative activities”
(Adams & Morgan 2018, p. 45). A collaborative approach was used to design the schedule
of activities for each season. The amount of engagement in activities was flexible and
participants were free to choose the level of engagement. Semi-structured interviews were
undertaken over a three-year period with the participants (n=87). Results highlighted the
restorative aspect of nature as well as the social and personal dynamics of participating
in the group activity. One theme which illustrates the restorative impact of participating
in a nature-based environment related to a sense of liberation from escaping from urban
settings and everyday routines and stressors: or a distraction from one’s own thoughts.
The restorative state of mindfulness was also described in the study by Adams and
Morgan (2018) whereby the study’s participants described entering into an internalised
state of mindfulness through their engagement with nature.
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The experience of deeper sense of meaning and a personal psychological connection with
nature suggest there is an explicit role in which nature-based interventions can add to the
existing psychosocial framework of mental health recovery (Leamy et al. 2011).
Undoubtedly, the main benefit of TR is through social interaction and the psychological
development of self. Yet, this literature review supports the notion of nature-based
environments acting as the setting, or the ecological space, in which social connectedness
and the development of psychological well-being can co-exist. The following section
considers the existing literature on TR, which lends to self-discovery and self-identity
that Iwasaki et al. (2018) refers to as a discovered life.

A discovered life
Iwasaki et al. (2018) contends the notion of a discovered life experienced through
meaningful TR engagement relates to self-awareness, self-discovery, self-identity, selfexpression, learning and reflection. The TR activities are designed to provoke interest and
challenge the person to surmount obstacles and to extend beyond their perceived
constraints to promote self-discovery of strengths and learning of new skills (Picton et al.
2018; Price et al. 2015).

A fundamental tenet for enhanced mental and psychological health and well-being is selfawareness and self-knowledge (Hood & Carruthers 2016b), yet, for people living with a
mental illness insight and self-awareness can be impacted upon due to their condition
(Humpston 2018). Humpston (2018) argues that people with the symptoms of
schizophrenia experience a disordered self-awareness. In this regard, TR activities that
enhance self-awareness in supportive social group settings may strengthen the
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congruency between intrinsic psychological self and socially positioned self (Hood &
Carruthers 2016b; Tew et al. 2012).

One study conducted on Recovery Camp has examined the association with selfawareness of persons with a lived experience living in relation to their participation in
TR. Self-awareness was examined in the quantitative paper by Taylor et al. (2017). The
study investigated how self-determination was enhanced for people living with a mental
illness (n=28) from their participation in Recovery Camp. The findings from the study
demonstrated greater self-awareness post intervention which was sustained after three
months. The authors report that TR can enhance self-awareness which can lead to greater
self-determination and improved sense of well-being. An in-depth examination of the
consumers’ conscious awareness of self during Recovery Camp would reveal in what
ways are they more aware, how being more self-aware is meaningful to them and whether
this emerges into their recovery. The findings of the study by Taylor et al. (2017) highlight
that greater self-awareness forms an important function of living a discovered life and
establishing a positive self-identity.

Iwasaki et al. (2018) considers a discovered life as one that enables a person to discover
their unique talents and strengths and is strongly associated with a positive self-identity.
Self-discovery and self-identity are discussed by Glover (2012) and Leamy et al. (2011)
as being fundamental in recovery and assist in overcoming the stigmatising attitudes of
having a mental illness. TR is posited to improve a greater sense of self and a positive
social identity from increased social connectedness within social groups and belonging to
a collective group identity (Iwasaki et al. 2018). As elucidated in Chapter Two, selfstigma and the pervasive nature of stigmatising attitudes are significant barriers to the
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realisation of recovery. Hence, TR interventions which establish a positive self-identity
have value in aiding recovery and overcoming the extensive barriers of stigma. Primary
TR studies have considered how TR aids forging a new self-identity and which enables
living a discovered life as elucidated by Iwasaki et al. (2018). The previously referred to
study by Howarth et al. (2018) identified that the participants of a community garden
project were able to see beyond having a diagnosis of a mental illness as a result of
forming deeper connections with others. Moloney and Rohde (2017) also described how
participants belonging to a soccer team facilitated the forging of a new positive selfidentity. This perspective also emerged from a qualitative study by Mason and Holt
(2012) whereby participants described regaining a past sense of self when they had felt
fit and active and that this was associated with a happy time in their lives.

The qualitative study on the use of soccer by Magee et al. (2015) reported the male
participants were considered to have disengaged with mainstream clinical mental health
services. The authors asserted that the use of an intentionally inclusive setting outside of
a mainstream mental health service reduced the stigma. In relation to self-stigma,
participants described a new sense of identity and valued the social role as that of a soccer
player rather than perceiving themselves as a mental health patient (Magee et al. 2015).
Recovery Camp is undertaken in an atypical mental health setting. The findings by Magee
et al. (2015) indicate that an inclusive TR setting outside of a traditional clinical setting
can be beneficial in reducing stigma. It is worth investigating further whether these
benefits are substantiated from participation in Recovery Camp where consumers and
undergraduate nursing students are in direct contact during TR activities.
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A composed life
Iwasaki et al. (2018) identified that living a composed life relates to undertaking TR
activities that are freely chosen, autonomous and self-determined. Living with a life of
composure is one that is self-contained where emotions are controlled, balanced and
actions become meaningful. A composed life functions to provide a deep sense of
satisfaction resulting from engendering an eudaimonic approach (Iwasaki et al. (2018).
The previous discourse on, a joyful life, introduced two approaches to pleasure seeking:
hedonism and eudaimonism. Hedonism evokes feeling positive emotions and
experiencing a state of joy and happiness and has some value in creating a sense of wellbeing and life satisfaction (Iwasaki 2017). According to Ryan et al. (2013) a danger with
solely using a hedonic approach to attain happiness may result in a superficial self-seeking
drive for instant gratification which can lead to risk taking behaviours or an over reliance
on unhealthy means to experience pleasure. Furthermore, consistently avoiding emotional
pain may lead to a neglect of responsibilities to one’s self and/or others that can be
detrimental to mental health (Huta 2015). Yet, Ryan et al. (2013) posits the eudaimonic
approach is more about the processes involved to attain a state of well-being, rather than
the actual subjective state experienced. These processes involve the person being
authentic and considered in the manner in which a state of well-being is attained (Iwasaki
2017). In this regard, Iwasaki (2017) described this state of eudaimonic wellness as a
composed life. Hood and Carruthers (2016b) claimed this experience can be known as
authentic leisure. As such, the purpose of many TR programs has placed greater emphasis
on using an eudaimonic approach to enable a person to experience a deeper intrinsic sense
of satisfaction; which is felt as authentic to the person (Hood & Carruthers 2016b; Iwasaki
2017).
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A component of eudaimonic well-being is the capacity for self-determination and being
motivated to pursue intrinsic goals. Self-determination is the process by which a person
perceives they can control their lives and act in an autonomous manner rather than being
motivated from solely external sources (Ryan et al. 2013). The intrinsic motivation to
pursue goals relates to the degree an individual perceives they have an internal locus of
control that is dependent on the outcomes of their actions (Smith et al. 2018). Rotter
(1966) first uses the term locus of control in the seminal work on Social Learning Theory
and considers the power involved with interpersonal relationships in differing contexts.
In this regard, an external locus of control is one which is more dependent on external
sources that the person does not have any control over such as luck or fate (Smith et al.
2018).

Perceived control is the extent to which a person believes they have mastery over their
environment and is a vital facet of mental health and eudaimonic well-being (Patterson &
Pegg 2009). According to Gallagher et al. (2014) people who are highly anxious are
regarded as having a poor internal locus of control and perceive themselves as helpless in
being able to exert control over external influences. The existing literature suggests that
environments which offer choice and facilitate individuals perusing their intrinsic goals
enables them to perceive their level of control as high and as a result are able to flourish
(Harris 2017; Huta 2015).

Studies conducted on Recovery Camp by Moxham et al. (2015), Patterson et al. (2016)
and Taylor et al. (2017) have shown TR programs can deliver an autonomy-supportive
environment and promote individual’s capacity to self-determine. The evaluation study
undertaken on Recovery Camp by Moxham et al. (2015) examined whether consumers’
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expectations were met. The authors reported the TR program was rated as an overriding
success and promoted personal responsibility and autonomy through offering choice of
activities (Moxham et al. 2015). The quantitative comparative study by Patterson et al.
(2016) measured the perceived control of consumers who participated in Recovery Camp
during their recovery camp experience. The findings drawn from the questionnaires
showed post-camp an increase in perceived control in personal empowerment when
compared with a cohort group not attending Recovery Camp.

Eudaimonic well-being is enhanced through self-determination and acting in an
autonomous manner (Moran & Nemec 2013). Having an intrinsic sense of control and
having the capacity to choose enables individuals to act in self-governing ways and have
the purpose to pursue the goals to gratify their personal needs that are meaningful to them
(Huta 2015). This notion is discussed by Glover (2012), who posits the movement away
from control from others to the ability to respond and take personal control, is integral to
personal mental health recovery. The findings from the mixed method study conducted
in the UK on the eudaimonic well-being of community-based allotment gardeners by
Webber et al. (2015, p. 25) highlighted that participants behaved with autonomy and were
intrinsically motivated by their freely chosen involvement with gardening and expressed
a sense of purpose and a reason “to get out of bed”.

A sense of gratification for having perceived choices and perceived sense of control and
behaving with autonomy to enhance motivation are more fully elucidated from the study
based on a community gardening project by Harris (2017). The authors of the qualitative
study provide further illumination of this concept when they asserted that the flexibility
of choice as well as the variety of activities offered facilitated a sense of control for
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participants, in what they chose to do and to what extent they wished to engage. For
example, the participants were able to determine whether to engage in solitary activities
or social activities and on what days (Harris 2017). Two focus groups were held (n=15)
and the collected data were analysed using thematic coding to identify four themes. One
of the themes, which the authors referred to as Agency, was posited to be one of the most
significant factors for engagement. The authors assert the voluntary nature of
participation and the activities facilitating personal choice were key enablers of autonomy
and authentic engagement (Harris 2017). Additionally, the sense of agency and ownership
from participating in TR activities emerged from the mixed method study by Webber et
al. (2015) based on community allotment gardening. In this regard, the participants
described the gratification experienced from being autonomous and expressed a strong
sense of ownership regarding their allotment garden.

The level of perceived choice to pursue intrinsic goals for people living with a mental
illness who attended Recovery Camp has been examined by Taylor et al. (2017). The
quantitative comparative study measured the participants’ (n=28) written responses to
their perceived level of choice pre, post intervention and at a three month follow up. The
results indicated that immediately after the intervention there was a significant increase
in perceived level of choice <0.0025 compared to a cohort who did not attend the
intervention (Taylor et al. 2017). The aforementioned studies regarding Recovery Camp
have provided important information focussed specifically on aspects of autonomy and
self-determination that can lead to living a composed life as referred to by Iwasaki et al.
(2018). In this section, it was discussed that Iwasaki et al. (2018) considers eudaimonic
wellbeing is enhanced through living a composed life whilst undertaking TR activities.
The next section engages with the existing literature based on the final construct of
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Leisure-induced meaningful Engagement with Life by Iwasaki et al. (2018) which is the
theme of an empowered life.

An empowered life
Iwasaki et al. (2018) regards an empowered life as experiencing a deep sense of liberation
and emancipation from striving with the challenges posed by TR. There is an enhanced
capability to cope with psychological distress and a resiliency to overcome life’s obstacles
(Iwasaki et al. 2012). Living an empowered life through meaningful engagement is
hopeful and optimistic and gratifies the need for competency and mastery as identified by
Ryan et al (2013) to self-determine.

Mental health recovery and eudaimonic well-being can be experienced through gratifying
the need for competency and mastery over aspects of one’s own life (Huta 2015). A sense
of mastery can be achieved from skill acquisition and intensively pursing and then
attaining freely chosen goals (Huta 2015). The sense of mastery over participating in TR
activities requiring a measure of skill is shown in a number of TR studies by Cotton and
Butselaar (2013); Howarth et al. (2018); and Moloney and Rohde (2017). The capacity
for attaining competency can be further aided by positive and supportive social
environments designed to enable individuals to self-determine and enhance their selfesteem (Harris 2017). The evidence by Harris (2017) on recovery being aided by inclusive
and socially supportive environments is congruent with the notions of recovery by Glover
(2012). Glover (2012) asserts unsupportive environments can disempower and alienate
individuals whilst supportive environments promotes engagement and autonomy; and
encourages individuals to master the skills to be responsible of one’s own well-being and
thus be empowered.
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Therapeutic recreation activities provide supportive and empowering environments to
enhance meaningful engagement, social connectedness and reduce the impact of stigma.
It enhances mental health through cultivating opportunities for persons to engage in the
community in a meaningful way and gain a sense of empowerment and liberation (Adams
& Morgan 2018; Harris 2017; Picton et al. 2018). Studies by Lamont et al. (2017); Magee
et al. (2015); Mason and Holt (2012) and Moloney and Rohde (2017) considered
empowerment through community engagement in TR. In research conducted by Moloney
and Rohde (2017) of men’s engagement with soccer highlights that under the guise of fun
and recreation persons living with a mental illness can experience a psychological safe
environment that is empowering and liberating rather than disempowering and alienating.
Moloney and Rohde (2017) findings indicate that using a well-regarded community space
in the form of a professional soccer club enabled the participants to have access to
facilities they would not normally have. Participants expressed a sense of pride in
engaging in this community space. In this regard, participants described feeling respected
and liberated despite the stigma they would usually experience in having a mental illness.
Adams and Morgan (2018) also reported on the sense of freedom and liberation people
experience from recreation pursuits in contrast to their experiences in mental health
services of extensive monitoring and evaluation at times of psychological distress.

The study by Harris (2017) examining the social dimensions of a gardening project, found
that vital to facilitating engagement was the organisational structure which promoted
voluntary participation and a sense of agency. Forming the capacity to self-regulate, the
amount of and extent of engagement, was considered empowering by participants. A
qualitative study by Darongkamas et al. (2011) examined the experiences of men who
have a mental illness of their participation in a soccer club. The emerging themes
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reinforced that through social inclusion there were perceived changes in self-stigmatising
attitudes and behaviour. Participants also expressed greater self-confidence and positive
changes to their mental health. These benefits were described to be attributed to their
membership with the soccer club and resulted in a sense of empowerment in their lives
(Darongkamas et al. 2011).

Proponents advocating the concept of a recovery-oriented approach to TR have identified
the importance of choice, control and agency as critical tools for meaningful engagement,
self-determination and attaining a sense of personal empowerment (Iwasaki et al. 2018).
Indeed, Iwasaki et al (2018) conveys the theme of an empowered life as one that offers
hope and has a liberating effect as individuals strive for a life of meaning. The existing
literature suggest that novel TR interventions, such as Recovery Camp, serve an
importance function through meaningful engagement, promoting mental health recovery
and overcoming the considerable barriers of having a mental illness. The next section
threads together the discourse of the knowledge gap of the literature regarding Recovery
Camp to justify the rationale of undertaking this current study.

Knowledge gap related to Recovery Camp
Recovery Camp is a recovery-oriented and strength-based TR program and has the
potential to enable persons with a mental illness to overcome some significant barriers to
realise their view of recovery. Yet, this potential requires empirical evidence. Discourse
on the existing gap on Recovery Camp has already been introduced in Chapter One under
the heading: Rationale. Additionally, discussion threaded throughout the preceding
chapters have formed the basis of why this study should be undertaken to fulfil the gap in
knowledge. As previously deliberated in Chapter One, the intervention, Recovery Camp,
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has informed research from the undergraduate nursing students and carer’s perspectives.
Given the purpose of this study, the research concerning consumers will be examined in
the next section. Though numerous positive outcomes have been identified for
consumers, how the experience is meaningful from their perspective in relation to
overcoming some of the substantial barriers for realisation of recovery has yet to be
exclusively explored in-depth.

Recovery was one of the themes identified by the questionnaire-based evaluation study
on goal setting by Moxham et al. (2017). The quantitative comparative paper by Taylor
et al. (2017) and PhD study by Taylor (2018) also considered mental health recovery
using the theoretical perspective of SDT and examined recovery to the domains of
competency, relatedness and autonomy. Yet none of these primary studies had
exclusively explored in-depth the meaning of nature-based TR generated from the first
voice perspective. Hence, the lived experience was viewed from a specific perspective
which may have overlooked other relevant aspects of TR in relation to recovery.

As part of answering the research question, this in-depth study will consider in what ways
is recovery meaningful to individuals and whether engagement in Recovery Camp has a
positive psychological eudaimonic impact on recovery. The study by Moxham et al.
(2015) showed that the consumers’ expectation were met in relation to experiencing fun
during Recovery Camp and that in turn has a positive impact on mental health. Yet, a
deeper delve into the meaning of fun and enjoyment experienced by consumers during
Recovery Camp is needed. For example, it would be worthwhile to understand in what
ways is participation in Recovery Camp enjoyable for consumers and to consider whether
the experience of fun and enjoyment is in any way hedonistic or eudaimonic. Iwasaki et
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al. (2018) contends a joyful life involves the experience of a deep sense of satisfaction
from eudaimonic engagement with recreation pursuits. Gaining insight into whether
enjoyment was eudaimonic in nature would inform those involved with planning TR
programs of this aspect of TR design.

Another aspect relating to a joyful life (Iwasaki et al. 2018) worth researching is whether
during Recovery Camp consumers experience savouring positive emotions and
mindfulness whilst engaging in TR activities (Hood & Carruthers 2016b). If so, how does
this occur? Is it through specific types of relationships or from personal achievements and
how do these aspects relate to overcoming the barriers to realising recovery? As yet, no
study on Recovery Camp has, in order to answer the research question, deeply explored
consumers’ awareness of any mindful endeavours and considered how this may positively
influence their realisation of recovery. This new knowledge can optimise the
opportunities for more positive, constructive and meaningful TR activities.

The theme of a connected life by Iwasaki et al. (2018) predominately relates to social
connectedness. An aim of Recovery Camp, is to facilitate greater social interaction and
build supportive networks and friendships to enhance psychosocial mental health (Picton
et al. 2018). The theme of meet new people as an expectation was identified by Moxham
et al. (2015). Likewise, Moxham et al.’s (2017) study on goal setting identified the theme
of connectedness. Similarly, the positive impact of relationships was identified by Picton
et al. (2018). Yet, further in-depth exploration of these themes is warranted to understand
the meaning of meeting new people, connectedness, and relationships in relation to
recovery from the first voice perspective. Additional research and insight is needed on
what types of connectedness are meaningful during Recovery Camp and how are they
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formed. Consideration is also needed on what kind type of relationships were regarded as
meaningful and with whom. This current study extends the research conducted by Picton
et al. (2018) by delving deeper into the first voice perspective as to whether the experience
of the relationships formed were meaningful to persons with a lived experience. If so,
whether these relationships were perceived to be associated to their realisation of recovery
and whether being social isolated relates to their recovery.

Recovery Camp is located in a nature-based setting and connecting with nature was
identified as an expectation of more than half of the study’s participants by Moxham et
al. (2015). Yet, no research has deeply explored the notion of whether undertaking TR in
nature-based setting during Recovery Camp has any impact on recovery from the first
voice perspective. Iwasaki et al. (2018) contends the notion of a connected life involves
more than social connectedness and refers to a connectedness to nature as a spiritual and
existential connection. In the pursuit to answer the research question and to redress the
gap in the literature on Recovery Camp this current study will consider whether naturebased settings has influenced mental health recovery. Indeed, understanding what aspects
of the nature-based setting are perceived to be related to recovery, during Recovery Camp,
would inform TR program design to offer the opportunities for enhanced connectedness.

Iwasaki et al. (2018) considers a discovered life as one that forges improved selfawareness, self-discovery and self-identity. The quantitative finding of improved selfawareness for consumers resulting from participation in Recovery Camp was reported by
Taylor et al. (2017). Yet, greater understanding would be worthwhile on what is it that
consumers are aware of in relation to their self-identity and how this may influence
recovery. This study will fill this gap in the research by using a qualitative methodological
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approach of phenomenology that enables the participants’ conscious experience to form
the research findings. Thus, an authentic response of what is foremost in the consumers’
experience can be discovered and acknowledged. In doing so, this study contributes to
knowledge acquisition by revealing participants’ awareness of what has significant
meaning to them. This knowledge has practical implications from sharing consumers’
unique knowledge to optimise the development of meaningful TR programs. This current
study also provides an important contribution to the discussion on stigma reduction
strategies by examining whether the relationships formed through direct and immersed
contact with future health professionals bear any significant meaning to consumers.
Hence, this current study contributes knowledge of an important psychosocial aspect of
personal mental health recovery that can be used to inform meaningful and inclusive TR
programs.

Some elements linked to the theme of a composed life by Iwasaki et al. (2018) have been
investigated on Recovery Camp. The quantitative comparative studies by both Patterson
et al. (2016), Taylor et al. (2017) and Perlman et al. (2018) have considered specific
aspects of psychological wellbeing regarding Recovery Camp. These studies have
provided important information focussed specifically on aspects of autonomy and selfdetermination (Perceived control; perceived choice and self-awareness; resiliency). Yet,
these studies have not deeply considered other aspects of psychological wellbeing, such
as altruism. In Chapter Two, it was established that psychological distress and suicidality
can be reduced by interventions that enrich psychological wellbeing and promote mental
health recovery (Commonwealth of Australia 2017). During the course of this current
study, consideration was needed whether a reduction of both psychological distress and
suicidality are related to the consumers’ view of recovery during Recovery Camp. This
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current study will contribute to knowledge acquisition on recovery-oriented TR programs
by exploring whether persons with a mental illness perceive their engagement in Recovery
Camp has any psychological value in reducing psychological distress in relation to the
mental health.

Some research have been conducted relating to the theme of an empowered life (Iwasaki
2018). A broad perspective of the lived experience was conducted with the descriptive
phenomenological study by Picton (2016); Picton et al. (2018) which explored the
meaning of Recovery Camp of five consumers (n=5). The findings of the Bachelor of
Nursing Honours study identified the overall experience was that of empowerment. Yet,
the study by Picton (2016); Picton et al. (2018) needed to be more fully developed by
increasing the number of participants to represent a wider range of persons living with
mental illness. Additionally, a number of consumers had been returning to successive
Recovery Camp since its inception. Insight and understanding into why they return is
needed and consideration on whether their view of recovery has changed over the years
of regular attendance and involvement. Similarly, further in-depth investigation was
needed to understand specifically how personal mental health recovery and the
experience of empowerment are fulfilled through participation in TR during Recovery
Camp. For instance, greater understanding was needed regarding in what ways do persons
with a lived experience feel empowered and how does this relate to the realisation of
mental health. This present study contributes to knowledge acquisition by examining the
unique impact perceived by consumers of their direct contact and involvement in the
education of undergraduate nursing students whilst engaged in recovery-oriented and
strength-based TR activities on their mental health.
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Study of TR programs, from the perspective of consumers, is needed (Arblaster et al.
2018; Piat et al. 2019), especially emerging novel programs, such as the TR based
Recovery Camp. This study, illustrated by the comprehensive analysis of what already
exists as set out above, contributes to the knowledge gap by delving deeply into these
aforementioned aspects of realising recovery. The contribution of this current study will
inform mental health professionals interested in providing new and innovative recoveryoriented community-based programs on the value of TR from the first voice perspective.
The knowledge generated from the first voice perspective has further practical
considerations by illuminating whether a novel type of program, such as Recovery Camp,
has the capacity to satisfy an important psychosocial need for meaningful occupation.
The existence of numerous barriers to mental health recovery can impede the individuals’
realization of recovery (Commonwealth of Australia 2017). Recovery Camp aims to
surmount these barriers and vulnerabilities to mental health through positive means. This
present study will consider whether any of the barriers are lessened through participation
in a TR program and fulfils a need that is often lacking in other community-based and
mental health services. This knowledge can strengthen existing community-based
services in the provision of meaningful interventions. Hence, this current study will build
upon the knowledge obtained of the existing research by creating new knowledge where
these specific gaps were identified.

Chapter summary
Chapter Three has provided an overview of the setting of the PhD study to illuminate the
context of the TR intervention, known as Recovery Camp, on which this PhD is based
upon. The second section considered the theoretical constructs and primary research that
have been conducted on TR projects and has drawn upon themes which intersect with the
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conceptual knowledge of subjective and psychological well-being, social connectedness
and empowering environments. The concepts of pleasure attainment, autonomy and selfdetermination, mindfulness and self-awareness, competency and mastery, interpersonal
relationships and social connectedness and empowerment are key processes leading to
personal mental health recovery.

The engagement with the literature described above has illustrated the variety of TR
activities and the different settings that can promote mental health away from the
traditional mental health settings. Indeed, the research which was reported in the literature
supports the view that such supportive environments are positively regarded by persons
living with a mental illness. A research area that has not been examined in depth and
forms a gap in the literature and is thus deserving of greater attention, is that related to
the significance of meaningful connections with the notion of psychosocial mental health
recovery. This is further explored in the next chapter, Chapter Four which concerns the
research design. Additionally, Chapter Four will examine the rationale for undertaking a
qualitative research study and includes the justification of using the methodological
approach of new interpretative phenomenology. The methods of research to answer the
research question are also described in detail.
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CHAPTER FOUR
RESEARCH DESIGN
Introduction
This chapter features two sections encompassing an examination of the methodology and
the methods used to guide the research. The first section of the chapter discusses the
underlying philosophy which informs the methodology. The methodological assumptions
are stated to strength the quality of the research study and to ensure the researcher’s stance
is clearly transparent. In Chapter Two, the medicalisation of mental health care from a
historical context and the negative impact this scientific approach had on persons with a
mental illness was explored. This chapter builds upon the previous discussion presented
in Chapter Two and considers the dominance of the positivistic research paradigm to
inform research. An argument is posited to substantiate the response influencing mental
health care reform which values a holistic approach and acknowledges the lived
experience of persons as a valuable form of knowledge. By considering this
epistemological premise, the rationale for the chosen methodology, interpretative
phenomenology, to answer the research question is explicated. Likewise, this chapter
considers the development and variances of phenomenology as a methodology used to
inform mental health care research.

The second section of this chapter outlines the research methods used to conduct the PhD
study. These methods demonstrate the congruence to the chosen methodology. The aim
of the study, research question, participant characteristics and recruitment, ethical
considerations and the methods to collect data are considered in relation to the
methodological assumptions to allow for scrutiny. Additionally, the process of van
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Kaam’s Psychophenomenological Method (PPM) which was chosen as the guiding
framework for data analysis is explained. Finally, the methods used to ensure the quality
of the study are explained. The discussion of the study’s strengths and limitations are
reported in the concluding chapter, Chapter Seven.

Section 1: Methodology
When designing a research study, the underpinning epistemological philosophical
assumptions inform the rationale of which methods are best suited to conduct the
research(Picton et al. 2017). Hence, it is fitting to provide a discussion on the premise for
using a post-positivist qualitative methodology as the philosophy informing the research
design. Following this, a discussion on phenomenology occurs, in order to justify why
phenomenology is well suited as the most appropriate methodology to interrogate the
research question. The main variances of phenomenology are distinguished and a
discussion of the philosophy informing each variance is considered.

The dominance of a quantitative research paradigm
Within the historical development of various research methodologies and its associated
methods, divisions have evolved from differing ontological philosophical and
epistemological perspectives. One such division is the distinction between quantitative
and qualitative research paradigms. Since the 19th century, research was heavily
influenced by a positivistic quantitative research paradigm which dominated scientific
health inquiry with a resultant lack of a holistic and person-centred perspective. The
development of the natural sciences as a body of expertise originated from Descartes’
ontological philosophical inquiry into the duality of the mind and the body. The field of
medicine developed substantially as a result of a prolific acquisition of knowledge on
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how the physical body functioned (Polit & Beck 2017; Sages 2011). Within the
quantitative paradigm a narrow research perspective was used with the purpose of gaining
knowledge from the measurement of observing only what can be seen, which thus forms
the main epistemological assumption in quantitative research (Polit & Beck 2014). The
research methods used were influenced by deductive and reductive reasoning in order to
test a theory. Hypotheses were proven or disproven with the use of highly controlled
experiments and with influential variables accounted for (Lincoln et al. 2011). Reality
was seen as a fixed state whereupon absolute truths were sought and measurable and
quantifiable solutions found on health conditions (Lincoln et al. 2011).

The impact of an objective positivist perspective on mental health care
Based on an objective positivist perspective, expertise accumulated in relation to the
scientific objective knowledge of health and medicine (Denzin & Lincoln 2011; Sages
2011). It is without doubt that many great advancements in health care and medicine have
occurred as a result of the knowledge attained from the quantitative research paradigm.
For example, in mental health care there has been a significant reduction of the mental
distress of some persons who experience psychosis as a result of pharmacological
interventions (Ferreira et al. 2016). Yet often, the resulting provision of health care, based
solely on an objectivistic quantitative research methodology, was often inadequate,
inhumane and considered ethically unsound (Bentall 2009; Sapey 2013). In mental health
care, or psychiatry, a number of experimental treatments were conducted on persons to
reduce their symptoms of mental illness under the guise of scientific medical
advancement, such as the notorious lobotomy surgical treatments, which are now
considered abhorrent by society (Bentall 2009; Philo & Andrews 2017). This example
highlights the danger of health care provision that is based on a research epistemological
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methodology which objectifies and reduces the person to a number of symptoms rather
than considering the humanitarian, holistic and person-centred needs from an ethical
perspective. Additionally, authors such as Corrigan et al. (2014) and Deegan (1996) have
argued that the quantitative research paradigm has influenced an over dependence on the
bio-medical model of care and treatment, whereby persons experiencing mental illness
were perceived as being incapable of managing their illness and were reduced to the role
of being sick patients. The form of institutionalised psychiatric care led persons to become
dependent and passive recipients of medico-psychiatry. Consequently, individuals with a
mental illness were often not included in the decision making and choices of their
treatment and became disempowered because they were discriminated against,
marginalised and unheard (Deegan 1988; Winsper et al. 2020). Indeed, viewing illness
from a deductive and reductionist perspective negates the other influential determinants
of health such as interrelationship of the psychological, socio-cultural, politico-economic
and spiritual manifestations of ill health (Bentall 2009; Sapey 2013). A lack of insight of
these influences on a person’s illness had led to a culture of blaming the person for not
responding to the treatment offered. As such, individuals were described as ‘treatment
resistant’ or ‘chronic’ (Braslow 2013; Sapey 2013).

Generating a new form of knowledge
In the 1970s it was becoming internationally recognised by some researchers, health care
professionals and members of society that many questions concerning the health and wellbeing of people, particularly persons with a mental illness, were not able to be answered
adequately using solely a positivist methodological approach (Anthony 1993; Deegan
1996). It was becoming increasingly more accepted, that the knowledge acquired from
positivist quantitative research, stemming from an epistemological philosophical
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position, was far removed from the ‘real-world’. Research inquiry were now considering
the subjective experience of having a mental illness and within what contexts (Byrne et
al. 2013; Merriam 2015). The objective reductionist paradigm was being seen as limiting
knowledge acquisition because an individual’s intimate internal processes of their
subjective experience; their emotions, thoughts and perceptions were not thought to be
able to be directly observable or measurable by the researcher (Merriam 2015; Picton et
al. 2017).

Qualitative methodology informing mental health research
The qualitative research paradigm seeks a different form of knowledge and takes a radical
departure from the ontological and epistemological assumptions of the positivistic
perspective. The ontological question asked by qualitative researchers is broadly “What
is it like to be human?” (Matua & Van Der Wal 2015). The main methodological
assumption of qualitative research is to understand the subjective experience and the
meanings an individual attributes to that experience (Merriam 2015; Morse 2012). van
Manen (2014) asserts the viewpoint is holistic and broad by comprising of the complex
intersecting influences of the psychosocial, biophysical, cultural, environmental and
politico-economic contextual settings. Indeed, qualitative research emphasises the
context of people’s lives and their perceived emotions and thoughts, feelings and the
meanings they attribute when they experience an event or phenomenon (Polit & Beck
2017; van Manen 2014). The emerging paradigm of inquiry into understanding
subjectivity and the experience of inner consciousness, has generated new philosophies
of social constructivism, pragmatism and humanism. These emerging paradigms have
contributed to the development of the post-modernistic philosophy which in turn,
influences contemporary research approaches (Olshansky 2015; van Manen 2014).
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Gradually, through socio-political reform, mental health care has embraced the
perspective of the lived experience of persons, rather than wholly depend on the medical
model to inform practice (Byrne et al. 2013). With the use of a qualitative perspective,
researchers are now developing scientific inquiry which are compatible with the ethos of
contemporary perspectives in mental health care.

Phenomenology
Phenomenology is a useful research methodology for mental health care professionals to
adopt as it enables empathy, insight and understanding into the lived experience of
persons with a mental illness and how they experience their world (Milbourn et al. 2014;
Picton et al. 2017). An account of the development of the underlying philosophical
approach of phenomenology in nursing research illuminates why the chosen methodology
is appropriate for this current PhD study.

Phenomenology grew as a philosophical movement and became a distinct discipline
during the early 20th century from the philosophical contributions of Edmund Husserl,
Martin Heidegger, Maurice Merleau-Ponty, Jean-Paul Satre and others (Levy 2016;
Picton et al. 2017; Polit & Beck 2017). Many of the core phenomenological principles
used by philosophers and phenomenological methodologists worldwide were strongly
influenced by the seminal work of Husserl (Matua & Van Der Wal 2015). Husserl’s
philosophy and his successors’ methodological interpretations have formed what is now
considered an established discipline within the phenomenological research paradigm and
is known as descriptive, or transcendental, phenomenology (Earle 2010; Matua & Van
Der Wal 2015).
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Phenomenology as a philosophy was initially developed in Europe, particularly in
Germany and France, and was applied epistemologically to the discipline of psychology.
As phenomenological interest has grown it has become established as a major philosophy
and research methodology in the field of the humanities and social sciences (Earle 2010;
Matua & Van Der Wal 2015). Proponents in the health sciences from countries such as
USA, Canada and Australia have adapted phenomenological principles to real life settings
whilst researchers in Europe have taken a more traditional approach (Caelli 2000). One
such study by Netto et al. (2016) has examined the perceived barriers and facilitators for
persons living with a mental illness on their pursuit and engagement in employment. The
benefit of Netto et al.’s (2016) phenomenological study highlights the value of vocational
opportunities enhanced meaningful engagement and the person’s perception of their
identity and having a valued social role. As with most philosophical and methodological
development, and as a result of differing life views, there are now numerous adaptations
of phenomenological methodology used within differing contexts (Caelli 2000). The
French philosopher, Paul Ricoeur (1970, p. 375), a proponent of one particular
phenomenological branch known as interpretative, or hermeneutics, noted the variances
of the hermeneutic tradition when he asserted; “There is no general hermeneutics, no
universal canon for exegesis, but only disparate and opposed theories concerning the rules
of interpretation. The hermeneutic field is at variance with itself”.

For the purpose of this PhD study, the methodological assumptions stemming from the
new interpretative phenomenology are being used to answer the research question: What
meaning do people living with a mental illness attribute to their therapeutic recreation
experience in relation to their mental health?
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These assumptions have evolved in response from the two prominent branches which are
descriptive and interpretative phenomenology. The assumptions of three divisions known
as descriptive, interpretative and new phenomenology are considered in depth in the
following sections.

The first branch of phenomenology is the more traditional European approach based on
Husserl’s epistemological philosophical inquiry and his predecessors’ subsequent
methodology (Matua & Van Der Wal 2015). The second form of phenomenology is the
interpretative and contextual form and stems from the work of Heidegger. A student of
Husserl, Heidegger’s ontological and epistemological work and that of his supporters
developed the interpretative approach otherwise known as hermeneutic phenomenology
(Earle 2010). Drawing from these two distinct phenomenological philosophical
viewpoints contemporary research methodologies have further evolved. The work of van
Manen, a Canadian phenomenologist, has contributed to one such adaptation which is the
more pragmatic form often used in mental health care research and is known as new
phenomenology, Continental, or American phenomenology (Dowling 2007).

There is also a fourth derivation of phenomenological philosophy based on MerleauPonty’s and Heidegger’s work on existentialism. Merleau-Ponty’s work concerns the
phenomenology of perception and strongly influenced van Manen’s contribution to new
phenomenology (Earle 2010) .

Figure 9 provides an outline of the significant contributors of the three main branches of
phenomenology and a summary of the development of the new phenomenological
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approach used as a mental health research methodology for nursing. It should be noted
the figure presents a broad representation whereas there are many more interwoven
variations of phenomenology, which Ricoeur’s preceding quotation alluded to.
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Traditonal descriptive position :'Explore and
understand the experience itself' Giorgi (2000)

Husserl ontological philosophy of
descriptive phenomenology (Germany)
'Consciousness'

Ontological Philosophical influences of
Kant; Hegel Bretanno

Husserlian epistemolical
methodology informs the
constructionist position of
traditional European
phenomenology

Nursing researchers influenced by Dusquesne
descriptive: Watson (1985) Theory of Caring,
Davis; Oiler; Munhall; Morse; Jasper; Parse.

Husserlian epistemology informs
Description methodology: Dusquesne
School (North America) Psychologists:
Giorgi; Colazzi; van Kaam; Wertz

New phenomenology position: Giorgi
(2000) - 'Subjective understandings of the
experience of the phenomenon from the
participant '
Nurse theorist influenced
by interpretative: Benner
(1984) Novice to expert

Heidegger ontological philosophy
of interpretative or hemeneutic
phenomenology
'Being'

Merleau-Ponty
philosophy of
existential
phenomenology
'Perception'

Heideggerian's epistomelogy
informs Interpretative
methodology: Dreyfus;
Gadamer; Silvermann; van
Manen; Ricoeur

New phenomenology- mental
health research: Milbourn et al.
2014; Netto et al. 2016

New phenomenology: van
Manen (1990)
Phenomenology of
'Practice'
Nurse theorist influenced by Heidegger
and Merleau Ponty existential
phenomenology: Parse (1981)

Figure 9: Development of the new phenomenological approach used as a methodology in mental health research
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Descriptive phenomenology
In the early 20th century, Edmund Husserl’s philosophy was a radical departure from the
philosophical questioning of his peers (Caelli 2000). Husserl, a German mathematician
and philosopher, was inspired by the emerging notions of phenomenology from the
ontological works of philosophers Kant, Hegel and Brentano and developed these notions
into an epistemological philosophy (Matua & Van Der Wal 2015; Polit & Beck 2017).
Husserl proposed setting aside pre-existing philosophical assumptions and seeing the
world afresh as it really is (Matua & Van Der Wal 2015). In his work Logische
Untersuchungen (Logical Investigations volumes I-2 (Husserl 1900-1901)) 16 , Husserl
theorised phenomenology as the genesis of scientific inquiry because any knowledge
derives from the human perception of an experience. In this regard, the human perception
of phenomena is the antecedent to the attainment of any form of objective knowledge.
The pre-reflexive state of phenomenology is founded on a lived experience and occurs in
humans prior to objective reality (Earle 2010). Matua and Van Der Wal (2015, p. 23)
contends phenomenological inquiry begins by asking the broad question, “What is the
nature or meaning of this phenomenon?” It subsequently explores the phenomenon from
the subjective view of those who are experiencing it and whose lives are directly
influenced by the phenomenon.

Descriptive phenomenology examines the structural forms of consciousness from the
person’s subjective perspective (Earle 2010; Koch 1995). A core assumption of
descriptive phenomenology is to undo the effect of habitual thought patterns and to return

The work Logical Investigations by Husserl was originally published in the German language in 19001901 and translated into English in 1970 by Findley. In 2001, an edited version by Moran was also
published in English and a digital edition was made available in 2008.
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to the original simplicity of first seeing (Applebaum 2011). Husserl introduced the term
lifeworld (Lebenswelt) as a concept in what was considered as his last great work: Die
Krisis der europaischen Wissenschaften und die transzendentale Phanomenologie; eine
Einleitung in die phanomenologische Philosophie (The Crisis of European Sciences and
Transcendental Phenomenology: An introduction to phenomenological philosophy,
(Husserl 1936)) 17. The concept of lifeworld as discussed by Husserl (1970) has since
come to be understood as the term lived experience and is regarded as the subjective
conscious experience of being human. It is dynamic, not linear and is viewed as subjective
reality. The emphasis is on the researcher to describe the ‘pure’ experience (Matua & Van
Der Wal 2015). A well-known dictum of Husserl’s is “die sachen selbst” which referred
to the phenomenological inquiry to gain fresh insights and acquire new knowledge, and
is translated as we must go back to the “things themselves” (Husserl 2008, p. 168). It is
this returning to the “things themselves” which Husserl termed as the essences of the
conscious experience which constitutes the perceived reality (Koch 1995). Earle (2010)
contends a number of essential phenomenological constructs were posited by Husserl
which are the intentionally of consciousness, essences, phenomenological reduction, and
bracketing.

Intentionality of consciousness
The principle foundation of an experience is known as the intentionality of consciousness.
The subjective experience exists by the deliberate perception being focused on an object
and the meaning given to characterise the object (Earle 2010; Husserl 2008; Levy 2016).
An important phenomenological assumption is that consciousness is always focused away

Husserl’s work The Crisis of European Sciences and Transcendental Phenomenology: An introduction
to phenomenological philosophy was first published in the German language and translated into the English
language by Carr in 1970.
17
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from the self in the direction of another object (Husserl 2008; Matua & Van Der Wal
2015). Smith (2013, p. 3) surmises that the intentionality of the experience involves more
than a sensory experience but incorporates elements of “sensation, perception, thought,
memory, imagination, emotion, desire, and volition to bodily awareness, embodied
action, and social activity, including linguistic activity.” As such, reality is considered
inseparably linked to one’s consciousness of it (Husserl 1970; Matua & Van Der Wal
2015). Hence, phenomenology aims to understand the way people experience things, or
events, in ordinary life and the meanings things have in their experience.

Essences
Descriptive phenomenology is a discipline with the emphasis on the way that human
consciousness transcends outwards to associate with other objects (Matua & Van Der Wal
2015). Wertz (2011) and Matua and Van Der Wal (2015) contend the conscious
descriptions made by humans regarding other objects uncover hidden attributes of the
experience. Husserl (2008, 2012) 18 surmised that in revealing these hidden aspects the
essential structural elements, otherwise known as essences of the conscious experience
can be identified. The essences comprises of the building blocks of the conscious
experience and thus forms reality (Koch 1995). The researcher is then able to describe
the essential structures, or elements, which forms the experience and arrive to the core
essence of meaning of the experience (Matua & Van Der Wal 2015). If one of the essences
were omitted, the reality of the experience cannot exist and the core essence of meaning
is lost (Husserl 2008, 2012). The salient features of the methodological assumption
regarding essences is one that distinguishes Husserl’s descriptive phenomenology from

The work Ideas: General introduction to pure phenomenology by Husserl was originally published in
the German language in 1913 and translated into English by Boyce Gibson in 1931. In 2012, Routledge
Classics published a new English edition with a foreword by Moran and made a digital copy available.
18
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Heidegger’s ontology informing interpretative phenomenology. The latter is discussed
later in the chapter.

Phenomenological reduction and bracketing
Another phenomenological construct that is characteristic of Husserl’s descriptive
phenomenology is the use of phenomenological reduction which is also known as
bracketing. The researcher uses bracketing to set aside preconceptions and suspend all
existing understanding and current knowledge about a phenomenon so they can
comprehend the vital elements of the experience (Giorgi 2008; Matua & Van Der Wal
2015). Bracketing allows the researcher to discover a more primal connection with the
experience as it is lived; to see beyond preconceptions and judgements into its essence
(van Manen 2014). As such, bracketing is said to help the researcher achieve a
phenomenological reductive state of transcendental subjectivity (Matua & Van Der Wal
2015). The experience, or phenomenon, is stripped of its culture and the habitual patterns
of tradition (Caelli 2000). Some of Husserl’s colleagues proposed researchers should not
conduct an extensive review of the literature before commencing the research to avoid
being influenced by priori knowledge (Earle 2010; Matua & Van Der Wal 2015). Hence,
the findings are a true and faithful representation of the lived experience (Giorgi 2010;
Matua & Van Der Wal 2015). It is this assumption of transcendental phenomenological
reduction which lends its name to descriptive phenomenology being otherwise known as
transcendental phenomenology. Over time, the notion of phenomenological reduction as
an assumption has been revised by Heidegger and re-invented by Merleau-Ponty to mean
different things yet bracketing is commonly practised as a method by traditional
descriptive phenomenologists (Dowling 2007).
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Husserl’s philosophy of practising transcendental reduction has been applied
methodologically so that the researcher becomes conscious of their own intersubjective
relationships with the phenomena (Applebaum 2011). It is this very humanness of the
researcher which becomes apparent, existing as a human being and subjectively
intertwined within the intentional consciousness of the experience. Accordingly, the
researcher aims to reveal the participants’ perspectives as it is voiced and as faithfully as
possible describe the lived experience (Earle 2010; Giorgi 1997). The researcher then
analyses the experience for its main structures of meanings (Earle 2010; Husserl 2012).

Within the descriptive approach, the term phenomenological reduction is not regarded as
a depletion of the experience but is considered as a philosophical stance. The researcher
attempts to return the experience to its original form, or to its primordial mode, without
researcher’s preconceptions altering the individual’s experience (Applebaum 2011).
Phenomenological reduction involves differing alterations in the researchers’ attitude
such as philosophical, psychological, eidetic, transcendental and intersubjective
(Kockelmans 1978). Psychologically, the researcher is required to witness the phenomena
in a fresh manner and suspend their capability to take the experience for granted
(Applebaum 2011). The researcher’s stance involves using an attitude to offer an eidetic
picture of the phenomenon in its pure form (Matua & Van Der Wal 2015; Speziale
Streubert & Carpenter 2011). This necessitates the researcher to explore the subject matter
of the consciousness experience without engaging in any preconceived notions. This
attitude can be achieved by undertaking a phenomenological epoche otherwise known as
bracketing (Matua & Van Der Wal 2015; van Manen 2014).

120

Interpretative phenomenology
German philosopher, and a student of Husserl’s, Martin Heidegger, also shared the same
epistemological foundation which Husserl proposed, but took a number of different
ontological and methodological stances. One important distinction is the transfer of the
viewpoint of inquiry from description to interpretation in order to gain a deeper and more
comprehensive understanding of the lived experience (Earle 2010; Matua & Van Der Wal
2015). In his seminal work Being and Time (Sein und Zeit), originally written in 1927 19,
(Heidegger 1996) Heidegger agrees with Husserl’s (Husserl 2008, p. 168) assumption of
returning “to the things themselves” but introduces elements of existential philosophy and
argues that consciousness is inseparable from the realm of human existence (Dowling
2007; Earle 2010; Heidegger 1996). Heidegger explored the ontological question of ‘what
is being’, whereas Husserl took an epistemological stance on discovering; how do we
know what is the consciousness of the lifeworld, or lived experience? (Earle 2010).
Heidegger was critical of Husserl’s work for remaining within a positivistic Cartesian
perspective and dismissed the notions of intentionality and essences (Heidegger 1996).
Heidegger (1996) asserted that interpretation and understanding is an unavoidable aspect
of human existence, or being-in-the-world, which is translated from the German word
Dasein. In this regards, all descriptions of the lived experience are influenced by the
researcher’s interpretations (Matua & Van Der Wal 2015). Hence, Heidegger proposed
the description of the phenomenon should be interpreted within the contextual settings,
such as social contexts (Earle 2010; Polit & Beck 2017).

Heidegger first published Being and Time in 1927 in the German language. The work was translated into
the English language in 1962 by Macquarrie and Robinson. The translated works was revised in 1996 by
Stambaugh.
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Interpretative phenomenology emphasises the “meaning of the text”, in other words, the
psychological associations of language within a specific context (Matua & Van Der Wal
2015, p. 24). One important understanding of interpretative phenomenology is the
capacity for humans to interpret and discover meaning in their life’s events. This human
function of seeking meaning includes the need to interpret how occurrences have
impacted on the context of their lives, such as living with a mental illness (Earle 2010;
Matua & Van Der Wal 2015). The context of a person’s experience can be seen in the
interpretative study by Lajoie et al. (2019) which explored what it means for persons in
the context of living with a mental illness, to be vulnerable. The authors revealed unique
insights and understandings of the notion of vulnerability that could not be provided by
persons who had not had a lived experience. Similarly, a study by McGuire et al. (2020)
examined what social support means for persons in the context of experiencing psychosis.
The insights provided by the study McGuire et al. (2020) can inform health care
professionals who do not experience psychosis of the social needs and barriers to social
inclusion experienced by persons who do live with psychosis. Hence, interpretative
phenomenological research results in a deeper and a more thorough interpretation of the
meanings and structures of a particular phenomenon as it is experienced by the person
within specific contexts and including how the experience changes their entire being
(Matua & Van Der Wal 2015).

The hermeneutic circle and fusions of horizons
Bracketing and placing aside the researcher’s pre-understandings of the experience often
does not transpire in the interpretative approach (van Manen 1990). The philosophical
assumption of Heidegger that interpretation is an unavoidable consequence of researcher
involvement, or being-in-the-world, means the practice of transcending subjectivity is
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seen to be impossible and idealist (Heidegger 1996). Instead, Heidegger introduces an
important concept known as the hermeneutic circle, which distinguishes hermeneutic or
interpretative phenomenology from descriptive transcendental phenomenology. This
concept forms a main assumption of this PhD study. The hermeneutic circle
acknowledges the reciprocal associations between pre-understanding and understanding
(Earle 2010). The pre-existing knowledge, or pre-understanding, is the knowledge
acquired by way of being-in-the-world and cannot be eliminated by phenomenological
reduction or bracketing (Dowling 2007). Within the hermeneutic circle, the researcher
seeks to understand the lived experience by initially examining their own insight and prior
knowledge of “the things themselves” (Husserl 2008, p. 168) and by then moving from
“the whole to parts and then back to the whole in a reciprocal way” (van Manen 1997, p.
31). Figure 10 illustrates this movement from the whole to parts of the whole as part of
hermeneutic inquiry. Another renowned hermeneutic phenomenologist, Gadamer,
developed the concept of the hermeneutic circle further (van Manen 1990). Gadamer used
the terms fusions of horizons and universality of horizons to describe the dialectical
concept of the reciprocal movement from the whole of the experience to parts of the
experience when people engage in dialogue (Applebaum 2011). This encompasses the
symbiotic effect of universal history, language and culture between people when they
arrive to a shared understanding during dialogue of a phenomenological nature
(Applebaum 2011).
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Whole

Synthesis

Analysis
Parts

Figure 10: The hermeneutic movement of understanding
In this regard, the researcher’s pre-existing knowledge, or pre-understanding, is
integrated with the lived experience and becomes an essential part of the research findings
and is said to add greater meaning to the overall research (Earle 2010). Rather than
bracket the researcher’s preconceptions during the data analysis, the researcher exercises
an openness to acquiring new knowledge, empathy of the person’s lived experience and
a reflexivity of their own pre-conceptions influencing the findings (van Manen 2014).
Thus, phenomenological reflection serves an important function and has been used
throughout this PhD study as a necessary part of the interpretative process.

The interpretative hermeneutic method enables mental health care researchers to
investigate the meaning of experiences which are altered by health, illness, issues, or
events, which have implications for mental health care research and practice, such as
hearing voices, experiencing psychosis or delusions; being suicidal, homeless or
traumatised (Matua & Van Der Wal 2015). Additionally, the interpretative method
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enables the synergic effect of the researcher’s pre-understanding and understandings to
add greater weight and understanding to the person’s own lived experience (Earle 2010).

New phenomenology
Both Husserl and Heidegger were philosophers whose seminal work were instrumental
in the growth of the two main established forms of phenomenology. Both philosophers
were not methodologists, and it was their successors who took their translated works and
interpreted them into research methodologies and methods. Notable contributors to
descriptive phenomenology were psychologists Giorgi, Colaizzi, van Kaam and Wertz
who were from the Duquesne School at Pittsburgh University, Pennsylvania, United
States of America (Earle 2010; Koch 1995). Inspired by Husserl’s notions, van Kaam,
Giorgi and Colaizzi, provided practical and reliable methods which involves a series of
steps (Earle 2010). The commonalities being: firstly, the original description are
separated into elements; second, the elements are grouped into thematic meanings often
stated as psychological concepts, and, finally, the themes are integrated to form a general
impression of the whole experience (Dowling 2007; Earle 2010).

Merleau-Ponty, Ricoeur, Dreyfus, Gadamer, Silverman and van Manen each made
significant contributions of the development of interpretative, hermeneutic research
methods (Dowling 2007; Koch 1995). All these methods particularly by Gadamer, Giorgi
and van Manen (Earle 2010) have been used in phenomenology research by nurse
theorists such as Watson (1985) and the Theory of Human Caring; Parse (1981) and the
Human Becoming Theory; and, Benner (1984) and the Novice to Expert Theory. The
research methods of phenomenology were then transformed by the next generations of
phenomenologists who formed a number of interpretations and interpretations of
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interpretations into what is known as new phenomenology (Dowling 2007; Earle 2010;
Koch 1995). This evolution has resulted in an ongoing debate over the interpretation of
the methodology and methods and has led to criticisms of nurse researchers over the last
several decades from the more European traditionalists.

Mental health research by nurses using new phenomenology
Over the last 30 years the academic growth of nursing research has transformed into a
body of expertise separate to the positivistic empirical approach of medical scientists
which has traditionally dominated health care (Picton et al. 2017). In doing so, the core
principles of phenomenological philosophy have been regarded as an epistemological
methodology that is congruent with nursing philosophy and conceptual understanding of
the art of nursing. The art of mental health nursing is to deeply understand the unique
world of individuals with a lived experience; their meanings and interactions with others
and their environment (Milbourn et al. 2014). This inherent life view of mental health
nurses resonates well with the ontological and epistemological knowledge which Husserl
and Heidegger separately posit. Indeed, a central tenet of the consumer-led movement is
to be understood as a unique individual which the subjective nature of phenomenology
methodology attests to (Deegan 1988). Mental health nursing research is often drawn to
the ontological position of hermeneutic interpretation which Heidegger philosophised
rather than Husserl’s descriptive phenomenology. In these instances, and specifically for
this PhD study, the hermeneutic assumptions become the capstone of the epistemological
phenomenological methods such as using researcher reflections rather than use of
bracketing (Dowling 2007; van Manen 1990).
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The use of differing phenomenological tenets to arrive at an answer of a ‘real lifeworld’
problem emulates the more pragmatic approach which is evolving in mental health
research (Picton et al. 2017; Pratt 2012). A pragmatic approach is also exemplified by
mental health professionals who are expected to possess the skills to judiciously blend
the differing perspectives of mental health recovery. Particularly, a person-centred
approach predominately draws upon the experiential knowledge from the person with a
lived experience in conjunction with clinical understandings of mental illness (Picton et
al. 2017; Swinson et al. 2018). Yet, the pragmatic application of methodology and
methods in mental health research to answer ‘real life’ problems has led to numerous
criticisms from the more traditional phenomenologists as being methods driven and not
methodology driven (Earle 2010). In response, Giorgi (2010) contends the difference of
practising an idealist philosophy, such as Husserl’s, which is considered impossible to do
in reality, requires an interpretation of methodology to inform the science of
phenomenological research. In this regard, phenomenological researchers are often
inspired by phenomenological philosophy but have to modify the philosophical
assumptions to be able to apply them in a research context (Giorgi 2010). Thus, some
mental health nurse researchers have embraced the Northern United States of American
and Canadian hybrid form of new phenomenology, which seeks to understand the
person’s lived experience than examining the objective reality of the experience (Caelli
2000; Dowling 2007; Giorgi 1997). For example, a study by Sumskis and Moxham
(2017) used an interpretative approach to reveal the meaning of resilience from the
reflections of persons with a mental illness. It is this assumption of exploring the person’s
perception instead of the experience, which forms another main methodological
assumption of this present PhD study.
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The work by the social scientist and philosopher, Max van Manen (1990), emulates the
new phenomenological perspective taken for this PhD study. van Manen’s writing
combines elements of both Husserl’s descriptive and Heidegger’s interpretative
approaches (Earle 2010). In this regard, new phenomenology is considered as the pure
description of the lived experience with the recognition that hermeneutics is the
interpretation of the lived experience in the form of text or symbolism (Earle 2010).
Indeed, the title of this thesis uses the term exegesis to highlight the interpretative nature
of the phenomenological inquiry into the persons’ lived experience. Chang and Horrocks
(2008) assert the term exegesis relates to the interpretation of a text drawn from a
thorough analysis of its content to discover the meaning. Though originally applied to the
interpretation of biblical scripture, the term exegesis can be used to describe the initial
stage of hermeneutic interpretation (Chang & Horrocks 2008) and is considered relevant
to represent the researcher’s interpretation drawn from the words of the lived experience
in this current study.

Researcher Reflection: Applying the new phenomenological approach
I believe the methodological approach taken has enabled the current research study to
faithfully conceptualise the structures of the participants’ lived experience associated with
Recovery Camp, including the meaning given to such an experience from persons with a
mental illness. The generation of rich and vivid descriptions have fostered deep
understanding and evoked near real impressions of the participants’ lived experience. My
objective was to use the descriptive nature of phenomenology to return in a fresh and
evocative manner to the embodied and experiential meanings of Recovery Camp as
expressed by the people experiencing it. As such, the salient features of the participants’
lived experience of Recovery Camp became evident to me. As a result, new understanding
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emerged that was known by a person with a mental illness yet had not been discovered.
This phenomenological re-telling of the experience has enabled the person’s lived
experience to be better acknowledged.

My research approach has aligned with Heidegger’s view of attunement whereupon
reality is viewed in a mood, or a state of mind, and originates neither from the outside nor
the inside but arises from our existence of being-in-the-world. It was only with a mood
of openness that a projection of the possible manifestations as well as the covert
possibilities became understood (Heidegger 1996). Hence, attunement to the experience
of the “things themselves”, as posited by Husserl (Husserl 2008, p. 168), is related to my
existence of being-in-the-world that is asserted by Heidegger. This forms the basis of my
subsequent interpretations and understanding of the participant’s lived experience of
Recovery Camp which were neither predestined nor pre-planned. Accordingly,
hermeneutic interpretations, arising from the universality of horizons (Gadamer 1996),
were inevitable and were actually essential to form greater insight and understanding. In
this instance, my interpretations were evident in my meaning-making of their Recovery
Camp experience. My interpretations were acknowledged through researcher reflection
and have occurred as an iterative and dynamic process.

The rationale for me using the new phenomenological approach involved augmenting the
understandings for mental health professionals of the unique experiences of persons with
a mental illness. I believe this insight can enhance empathetic understandings of persons
who may encounter the unique and, on occasions, unfamiliar experiences of having a
mental health illness (Matua & Van Der Wal 2015). Furthermore, phenomenological
research is a credible approach (Giorgi 1997; Speziale Streubert & Carpenter 2011)
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through which the relevance of Recovery Camp to mental health recovery was
scientifically explored, analysed and documented and as such enhances evidence-based
practice. The new interpretative methodology was justifiably used to answer the question
of how Recovery Camp is consciously experienced by people with a mental illness.
Drawn from Gadamer’s description of the universality of horizons (Gadamer 1996), the
inevitable interpretation and pre-understandings of the lived experience by myself and
colleagues has contributed to the generation of knowledge brought about from this current
study.

Section 2: Method
The research question
The methodological approach of new interpretive phenomenology is well suited to
answer the research question: What meaning do people living with a mental illness
attribute to their therapeutic recreation experience in relation to their mental health? This
research question elicits an interpretative phenomenological response because the focus
is on the individual’s psychological perspective. What it means to persons living with a
mental illness on a personal and intimate level, and to understand what activities and in
what context give meaning.

Research aim
The research aim of this study was to explore how persons with a lived experience realise
their recovery through the use of TR. There have been a number of studies conducted on
the TR delivered during Recovery Camp but as yet, the lived experience is largely silent
and needs to be represented at a deep level.
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Study setting and intervention
This research study has explored the intervention of a therapeutic recreation program. A
comprehensive description of the setting and TR program has been explained in the
preceding chapter, Chapter Three.
Participants
Sample size
Giorgi (2008) asserts three individuals are the minimum number of participants to
adequately to discover the core essence of meaning of an experience and also considers
that 30 participants might not yield any new data. This is an appropriate methodological
assertion for the new interpretative phenomenology approach (Polit & Beck 2017). The
number of the participants for this study was 25 (n=25).

Inclusion criteria: Participant characteristics
Inclusion for this study was:
-

Attendance as a consumer at Recovery Camp

-

Two years since a diagnosis of mental illness

A specific participant characteristic for this PhD study deemed relevant concerned the
length of time the person had lived with a mental illness. This particular study inclusion
criteria were influenced by ethical considerations and from understandings of a recoveryoriented approach. There are psychology stressors that influence people early in their
mental health journey and often can make them more vulnerable in the re-telling of their
experiences (Mizock et al. 2014). Living in the early stages of mental illness there is often
a struggle for survival within the self to cope with the impacts of symptoms and
embodiment of illness (Deegan 1988). Interviewing vulnerable persons impinges on the
ethical principle of non-maleficence and encroaches on the principles of trauma informed
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care (Roberts & Kim 2014; Subica & Claypoole 2014). For the purpose of this current
study individuals who have had experienced many years of a mental illness were
considered likely to have developed considerable insight and awareness of their personal
mental health recovery (Bril-Barniv et al. 2017; Chaudoir & Quinn 2010). Additionally,
having many years of navigating mental health services added greater weight to their
descriptions in making comparisons of their everyday lives with Recovery Camp.
Consequently, their descriptions were rich and deep based upon drawing from their
‘taken-for-granted’ years of lived experiences and their exposure to other mental health
interventions (Milbourn et al. 2014).

It was considered for this study, that living with a mental illness for two years enabled
sufficient time for the person to have accumulated a number of experiences of adjusting
to their mental illness and having received enough mental health services to have recovery
supports in place. For the purpose of this study the age of the adult was considered not to
be a factor of the participants’ characteristics since a young adult may have numerous
years of lived experience prior to reaching adulthood. Consequently, the inclusion criteria
concerned, not the age of a person rather, that they had experience of living with a mental
illness longer than two years. Interestingly, all of the participants that were recruited
identified having a mental illness during childhood and having received mental health
support during young adulthood. Hence, there were no need to exclude anyone due to
their length of time of having a mental illness.

Since the phenomenon in question is the TR delivered at Recovery Camp, attendance at
Recovery Camp then, was the fundamental basis of the study inclusion criteria.
Attendance at Recovery Camp (irrespective of this study) included meeting eligibility
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criteria. These criteria then require consideration when discussing the study’s inclusion
criteria. Table 4 provides more information pertaining to the general inclusion criteria for
Recovery Camp attendance (Recovery Camp 2021b).

Table 4: Inclusion criteria for Recovery Camp consumer attendance

Inclusion criteria for Recovery Camp
attendance
Has experience of mental illness
Lives in the community
Sufficient mobility (some activities have weight restrictions
of under 120kg)
Comfortable with shared accommodation separated by
gender
Be over 18 years of age

Recruitment
Purposive sampling is a method of selecting individuals for a study based on their specific
knowledge of experiencing the phenomenon (Polit & Beck 2017). In the context of the
methodology influencing the research design of this current study, purposive sampling is
a well suited method for recruitment (Merriam 2015; Polit & Beck 2017). I individually
approached twenty-five perspective participants during the Recovery Camp program and
invited them to participant in the study. All of the perspective participants approached
were keen to be involved and verbally expressed an interest to talk about their TR
experiences. Appendix 1 is the Participant Information Sheet (PIS) which was provided
to the study’s participants as part of the recruitment process. Further information
pertaining to recruitment is explained later on this chapter under the heading of Consent.
None of the persons invited declined to take part in the study.
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Demographics
To answer the research question of this study it was unnecessary to collect an extensive
amount of demographic data. The information that was considered appropriate was the
participant’s age, gender, diagnosis and length of time having a mental illness. These
characteristics were regarded as relevant as having a possible influence on the perceptions
of their experience and any associations they make within a linguistic context (Merriam
2015). For example, a participant who experiences depression may use words of their
embodied experience such as “I felt lighter, less heavy” or an older person may say “I
feel young again!” to reflect their sense of vitality that is meaningful to the context of
their age. Additionally, the selection process for the study incorporated persons with a
variety of lived experiences of mental illness to create a broader picture. Hence, the
emphasis was on the lived experience rather focussing on a specific diagnosis. The
participants included 11 males and 14 females; ages ranged from 20 years to 69 years
with the average age being 46.9 years. Table 5 outlines the demographic details in order
to provide the reader with an appreciation of participant characteristics.

Table 5: Demographic details

Participant demographic information
Participant

Age

Gender

Diagnosis

Laura

28

Female

Sally

44

Female

Joe

57

Male

Sam

53

Male

Harry

53

Male

Bi-polar affective disorder
Anxiety
Childhood complex trauma
Borderline personality disorder
Depression
Anxiety
Bi-polar affective disorder
Complex trauma
Depression

Reported length of
time with a mental
illness
18 years
27 years
23 years
43 years
9 years
36 years
15 years
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Grace
Rowen

45
55

Female
Male

Connor
Chris

20
47

Male
Male

Neal

38

Male

Imogen

40

Female

Jo
Jean
Mary

53
53
53

Female
Female
Female

Paul
Ally
Phoenix

45
38
38

Male
Female
Female

Mick

44

Male

Cherise

54

Female

Sarah

69

Female

Pat

49

Female

Adam

55

Male

Rory

47

Male

Madison

34

Female

Venessa

60

Female

Anxiety
Schizophrenia
Childhood complex trauma
Bi-polar affective disorder
Seasonal affective disorder
Schizophrenia
Anxiety
Schizophrenia
Anxiety
Post-traumatic stress disorder
Anxiety
Depression
Depression
Depression
Depression
Anxiety
Depression
Borderline personality disorder
Schizoaffective disorder
Anxiety
Complex trauma
Anxiety
Depression
Post-traumatic stress disorder
Anxiety
Bi-polar affective disorder
Bi-polar affective disorder
Post-traumatic stress disorder
Depression
Anxiety
Depression
Bipolar affective disorder

46 years
28 years
50 years

Depression
Post-traumatic stress disorder
Anxiety
Depression
Post-traumatic stress disorder
Depression
Complex trauma
Borderline personality disorder
Anxiety
Complex trauma
Post-traumatic stress disorder
Depression

40 years

8 years
21 years
30 years
20 years
11 years
23 years
40 years
30 years
33 years
27 years
20 years
20 years
18 years
4 years
30 years
40 years
32 years
45 years
10 years
10 years
31 years

29 years

20 years
23 years
11 years
43 years
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Data collection
Semi-structured interviews
The phenomenological inquiry is inductive (Polit & Beck 2017) which influenced the
method of data collection for this current study. The data were collected by semistructured interviews that were based on the notions of van Manen’s (1997) conversations
with a purpose. Hence, the participants’ narratives were captured through in-depth
conversational, semi-structured individual interviews. Indeed, Corbin and Morse (2003)
assert that the semi-structured interview unveils more of the person’s conscious thoughts
rather than their response to specific questions. In this regard, the semi-structured
interview enabled participants of the study the freedom to express themselves more fully
and provided an intimate exploration into their consciousness of their lived experience
(Englander 2012; Polit & Beck 2017). As such, the participants had more control of the
subject matter and the course of the interview (Morse 2012; Picton et al. 2017).

The appropriate methodological approach to the interview stemmed from the ontological
perspective of both the participant and interviewer existing as being-in-the-world which
is socially and contextually construed (Gadamer 1996; Heidegger 1996). The interview
space became a socially dynamic and itinerant space where the universal horizons of preunderstandings from both participant and interviewer co-existed to form understandings
and meaning-making of the topic in question (Gadamer 1996). The interpretative
approach did not assume the participant as a passive vessel of factual information or a
wellspring of emotions of the topic, which is in this case was their meaning-making of
their TR experience during Recovery Camp. Instead, the participant was viewed as an
animated and active contributor to the joint meaning-making of their experience.
Furthermore, as the interviewer I was not a detached, neutral or objective questioner but
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played a more dynamic interpretative role (Holstein & Gubrium 2011). During the
interview, I created an environment conducive for a range and complexity of the
narratives that developed. I suggested linkages, invited interpretations and explored
incompletely articulated aspects of the experience (Holstein & Gubrium 2011). As
posited by the postmodernist, post-positivist philosophy understanding, how the
interview process develops socially and linguistically to form reciprocal understandings
is as important as capturing what is being divulged (Holstein & Gubrium 2011). Thus, by
using an animated semi-structured interview technique, I created a conducive
environment to enable greater insight and understandings.

The participants chose the private location of their interview which lasted from 25
minutes to over an hour and a half. I digitally audio-recorded each individual interview
and I manually transcribed the recorded narratives verbatim (Polit & Beck 2017). The
grand tour question was “Tell me about Recovery Camp?” In each interview, after the
participant replied to the grand tour question I responded with open-ended questions and
expanded upon possible themes. For example: I asked probing questions to obtain further
information such as: “Tell me more what you thought about …?” and “How did that make
you feel?”

Establishing the relationship with the participants for the purpose of the interview was
easily accomplished since I had previously formed a rapport with the participants on
several occasions through our immersed involvement during Recovery Camp. The rapport
that existed allowed the course of the interview to develop easily. Participants’ responses
to any of my paraphrased statements were spontaneous. During the course of the
interview, I used paraphrased statements for example: “So you are feeling more
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comfortable with……?” I also used reflective statements to enable the participant further
exploration of the narrative content. “You were talking about making friends before,
meeting people. Can you expand upon that?” The meaning of the content of the
participant’s spoken word was checked by asking “Am I correct in thinking ….?” My last
question drew the interview to an end “Is there anything else you would like to say before
we finish?” This last question often prompted some of the participants to talk at length.
Once the digital audio-recording finished no additional information were added to the
narrative data. After the interview, as a registered nurse in mental health, I offered extra
time to allow for any debriefing if required (Merriam 2015; Polit & Beck 2017).

Ethical considerations
Rigorous ethical practices for the current research study were followed in accordance to
the established policies and ethical codes of practice developed by the University of
Wollongong Human Research Ethics Committee (University of Wollongong 2021). The
independent ethics committee of the university and the two PhD supervisors each
scrutinised the methods of the research study to identify any ethical issues that may have
caused any foreseeable harm to the research participants (Merriam 2015; Polit & Beck
2017). As previously discussed in this chapter, the decision to include persons with a
diagnosis of mental illness greater than two years was to mitigate any potential harm for
newly diagnosed persons who may be made vulnerable during any re-telling of their
experiences. As previously described, debriefing was provided by myself after the
interview to ascertain any potential harm that may have occurred during the interview.
All the participants appeared enthusiastic following the interview and none of them stated
they were negatively impacted by the interview process. Ethical approval was permitted
by Human Research Ethics Committee no: HE2016/060.
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Consent
Each of the prospective research participants was given a plain language written
Participant Information Sheet (PIS), see Appendix 1. The PIS summarised the purpose of
the research study, the use of the interviews to collect the narrative data and how this data
would be stored and used for research dissemination (Merriam 2015; Polit & Beck 2017).
Participation was voluntary, and the participants were informed that they were free to
withdraw at any stage of the study without any negative impact on their relationship with
the university or with the Recovery Camp program/team. Potential participants were
encouraged to ask any questions and were provided with the contact details of my PhD
supervisors and the university ethic committee if further information was required. All
the participants gave informed written consent prior to being interviewed. The consent
form can be found in Appendix 2.

Privacy
The research project was devised to respect the participant’s right to privacy (Merriam
2015; Polit & Beck 2017). During each interview privacy was maintained for the
participant by using a quiet uninterrupted environment. Additionally, I was considerate
of the context and content of the interview and being included in their personal sharing
of their lived experience (Englander 2012). Any further exploration of a participant’s
statement was undertaken by myself only if they were comfortable with doing so
(Englander 2012; Merriam 2015). The participants were also provided with contact
details of mental health support services in case they needed to speak about any mental
health issues brought up during the interviews.
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Confidentiality
To protect the participant’s confidentiality the collected narrative data were identified as
pertaining to a pseudonym that was chosen by each participant (Merriam 2015; Polit &
Beck 2017). The use of pseudonym to protect the identity of the person was deemed an
appropriate method congruent to hermeneutic methodology (van Manen 1997) to retain
a human presence when reflecting the narrative data rather than being objectified by a
number. Access to the full transcripts was restricted to only my PhD supervisors and
myself. Adherence to UOW policy on the storage of confidential research data
(University of Wollongong 2021) ensured no-one else had access to the narratives. The
only copy of the digital audio-recording which contained the full account of all the
narratives was protected by myself in a locked cupboard until they were transcribed and
then deleted. Whilst the research thesis was being prepared, the electronic copies of the
transcribed narratives were held on password-protected computer files. Only the
participant’s chosen pseudonym was used to identify any quotations reported during the
research dissemination process (Polit & Beck 2017).

Conflict of interest
This research study occurred in the context of the larger Recovery Camp research project.
The researchers have stated there are no conflicts of interest related with this PhD study.
I was awarded a Research Training Program (RTP) scholarship to undertake the higher
degree research study. No other sponsorship was received or sought.
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Data Analysis
van Kaam’s Psychophenomenological Method (PPM)
The transcribed narratives of the interviews were analysed using van Kaam’s
psychophenomenological method (PPM). van Kaam’s work was influenced by Husserl’s
descriptive phenomenology to devise a structured analytical framework for use as a
phenomenological research method (Earle 2010). As a methodologist van Kaam ‘s PPM
framework has been used by nurse researchers (Dowling 2007; Earle 2010). Having
previously used PPM to conduct a Bachelor of Nursing Honours research study and
published papers on the topic (Picton et al. 2018; Picton et al. 2017) I was familiar with
the method and confident in its use to generate an empirical study of a high quality.
Another benefit of using van Kaam’s method is that it provides a structured guide to
critically analyse the data which is considered more accessible for non-qualitative
researchers or emerging researchers to follow the research process (Anderson & Eppard
1998; Tesch 2013).

Though van Kaam’s method was originally designed for descriptive phenomenological
studies to identify the essences of the experience in a series of stages and steps, I have
added the use of researcher reflections throughout the study. By using researcher
reflection, I have acknowledged the existence of interpretation and pre-understandings of
both myself and the participants as outlined by Heidegger’s, Gadamer’s and van Manen’s
notions of the hermeneutic circle (Gadamer 1996; Heidegger 1996; van Manen 1997).
Figure 11 illustrates the hermeneutic circle by Alvesson and Sköldberg (2000, p. 66) and
exemplifies the reciprocal movement from whole to the parts and back again. The preunderstanding of the whole and its parts progresses toward an understanding of the whole
and its parts through dialogue. As such, interpretations are made, and patterns of
141

interpretations can be drawn from the narrative text towards a greater understanding of
core essence of meaning of the lived experience (whole) and its structural themes and
essences (parts).

Understanding

Pre-understanding

Whole

Dialogue

Text
Part
Patterns of interpretations

Interpretations

Figure 11: The hermeneutic circle
This use of combining originally designed descriptive and interpretative methods is
substantiated by new phenomenological approaches used by Giorgi, van Manen and their
successors (Dowling 2007; Earle 2010; Giorgi 2008; van Manen 2014). It is
acknowledged mental health care research is more contextually grounded in the ‘realworld’ which is influenced by contemporary post modernistic philosophy rather the
modernist philosophy of Husserl’s and Heidegger’s generation. Thus, the pragmatic use
of methodology and methods to answer the research question as shown by the increasing
derivations of new phenomenology is methodologically sound (Dowling 2007; Earle
2010). The overall methodological approach of the study is interpretative with the use of
van Kaam’s framework is to act as a guide to follow a series of steps through the
empirically driven research process.
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The framework by van Kaam’s advanced in four stages which allowed myself and my
PhD supervisors to analyse the substantial amount of narrative data to differentiate the
vital structural elements, and themes, identified from the experience (Polit & Beck 2017).
Once the elements and themes emerged as the structural components the core essence of
meaning was revealed (Anderson & Eppard 1998; Tesch 2013). The four stages consisted
of the “analysis, translation, transposition, and phenomenological reflection” (Picton et
al. 2018, p. 115). Throughout the four stages there were twelve comprehensive steps
(Anderson & Eppard 1998; Picton 2016; Picton et al. 2018). Table 6 provides an outline
of the four stages and twelve steps that was adapted by Anderson and Eppard (1998) from
van Kaam’s PPM framework and cited in Picton et al. (2018, p. 116).

Table 6: Outline of van Kaam’s psychophenomenological method

van Kaam’s Psychophenomenological Method
Stage one

Analysis

1

Read transcribed narratives to establish a broad first impression.

2

Re-read narratives to identify initial elements and structure elements together
into common groupings. Form a consensus of themes amongst researchers.

3

Review each element and theme and exclude any repetition of elements. Note
numeral incidences. The exact wording of narratives were preserved.

4

Preliminary findings and core essence of meaning of the experience revealed.

5

Peer review of preliminary findings undertaken.

6

Methodological reflection conducted to distinguish whether structural themes
align with the core essence of meaning.

7

Further potential themes contemplated.

8

Contextual and linguistic reflection to explore themes associated to the
language used by participants.

Stage two

Translation
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9

Participants’ words translated and interpreted into common terms often used
in mental health care. Findings mapped to existing knowledge and
frameworks of mental health recovery and therapeutic recreation

Stage three

Transposition

10

Establish faithfulness of the critical analysis by presenting researchers’
interpretation to independent academic audiences for critique.

Stage four

Phenomenological reflection

11

Final identification of the experience was synthesised into the final exemplar.
Final researcher reflection. Final interpretation submitted as a thesis to
independent academics for scrutiny.

12

Limitations are clearly stated.

Application of the PPM framework
Stage one: Analysis
The stage of critical analysis comprised of eight steps. The data analysis commenced with
my PhD supervisors and I independently reading each of the transcripts to generate a
broad overall impression on the whole of the narrative (Anderson & Eppard 1998; Picton
et al. 2018; Tesch 2013). Secondly, the transcripts were re-read several times to identify
the preliminary elements and structured into groups. This structuring process was
achieved practically by drawing on a white board with a marker and allowed the groups
of elements and themes to be easily re-arranged. We then met together and reviewed our
initial groupings of elements. The preliminary categories of themes were decided upon
after a consensus was achieved (Anderson & Eppard 1998; Picton et al. 2018; Polit &
Beck 2017). Researcher reflection was undertaken to identify the pre-understandings of
myself and the PhD supervisors and we considered how our existing knowledge
influenced the findings.
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Step three involved each theme being thoroughly examined again by us, the research
team. I entered the transcripts of the participants verbatim into the QSR international
NVivo 12 software program. This allowed me to become fully immersed in the
participants’ narratives. Using this software program, I was able to extract quotations
from the narrative text and assign them to the preliminary structural elements and
associated themes. Additional elements emerged and any repetition of elements or themes
were omitted. The number of elements and themes attributed to each participant were
recorded. The integrity of the meaning of the elements and themes was maintained by
using the exact phrasing drawn from the participants’ narratives. In the fourth step, the
preliminary findings of the core essence of meaning became evident. The themes were
regarded as discrete yet interrelated and when integrated formed the vital structural
components of the core essence of meaning (Anderson & Eppard 1998; Polit & Beck
2017; Tesch 2013). This work was then reviewed by my PhD supervisors, any variations
to the elements and themes were discussed at length until a consensus was reached.

Step five comprised of testing the credibility and plausibility of the themes though peer
review. The preliminary findings were presented by myself on eight occasions. These
presentations were to a large group of mental health professionals and academics who
had a general interest in the topic. Three occurred during the Australian College of Mental
Health Nurses, 43rd, 44th and 45th International Mental Health Nursing Conferences. Other
presentations included the 6th Worldwide Nursing Conference, Singapore and 20th
International Mental Health Conference, Gold Coast, Queensland, Australia. Three
further presentations occurred during the School of Nursing Research Conference at the
University of Wollongong, Australia. I received valuable feedback from the audience at
each conference and was able to further refine the emerging elements and themes.
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Step six consisted of a methodological reflection to reassess the narratives to ascertain
whether the underlying elements and themes aligned to the core essence of meaning. Step
seven included re-establishing whether each theme was structurally vital, and it was also
considered whether any other potential themes had been omitted. For the eighth step a
reflection was undertaken which involved consideration of the context and language used
by the participants to ensure the core essence of meaning had faithfully been represented
(Anderson & Eppard 1998; Polit & Beck 2017; Tesch 2013).

Stage two: Translation
For step nine, it was noted that many of the participants identified aspects of their
perception of the TR experience in recovery-oriented language. For example, the words
empowered, connectedness and mindfulness were often used. The findings were then
examined in relation to the existing literature on TR and personal mental health recovery.
An emphasis was placed on the two conceptual frameworks by Leamy et al. (2011) and
Iwasaki et al. (2018) and the processes of recovery by Glover (2012) to determine
congruency with contemporary knowledge of personal mental health recovery. These
frameworks are discussed in detail in Chapters Two, Three and Six.

Stage three: Transposition
Step ten involved the presentation of my phenomenological interpretation to independent
researchers and academics to establish the faithfulness of the work and for critique
(Anderson & Eppard 1998; Picton et al. 2018; Polit & Beck 2017). This eventuated during
the School of Nursing Research Conference in 2017, 2018 and 2019 at the University of
Wollongong. From this forum the findings were regarded by the academic audience as
credible, and the methods conducted to identify the elements, themes and core essence of
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meaning were viewed as trustworthy. Importantly, the words of the participants were
perceived to be faithfully represented.

Stage four: Phenomenological reflection
The final two steps consisted of the final documentation of the experience. The final
exemplar was synthesised in the form of this thesis report and included concise headings
and accompanying descriptions. Further phenomenological reflection was undertaken
throughout this process. The final description involved a statement of the strengths and
limitations of the study which have been reported in the final chapter, Chapter Eight.
Additionally,

the

insights

gained

from

undertaking

the

new

interpretative

phenomenological research study have been submitted as a PhD thesis to independent
academics as part of the transparent process and for further scrutiny (Anderson & Eppard
1998; Picton et al. 2018; Tesch 2013).

Evaluating the quality
A crucial aspect of the research design is to maintain the integrity and quality of the
research study (Merriam 2015). The quality of the research was deliberated in-depth by
myself and my PhD supervisors in the preliminary stages of the research design and
implemented throughout the study (Merriam 2015). The following section will provide
an overview of how the quality of the research was maintained. An in-depth assessment
of the strengths and limitations of the research is also vital and has been elucidated in
Chapter Seven.

Giorgi (2008) amongst other phenomenologists asserts that the quality of the
phenomenological research should always be considered from a phenomenological
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methodological perspective. Hence, the quality and trustworthiness of this interpretative
phenomenological study has been considered in terms of credibility, dependability,
confirmability, transferability and authenticity (Guba & Lincoln 1994; Kei 2018; van
Manen 1990). In this regard, the trustworthiness of the research was maintained by the
explicit reporting of the steps undertaken throughout the research process which can be
scrutinised by others (Kei 2018; Lincoln & Guba 1985). Additionally, the transparent
reporting of the research methods has allowed for scrutiny on whether the methods aligns
with the stated methodological approach (Cope 2014; Picton et al. 2017).

Credibility
Credibility denotes the truth and integrity of the narrative data (Polit & Beck 2017). An
underpinning assumption of qualitative research is the understanding that reality, or truth,
is subjective, contextual, multidimensional and dynamic (Lincoln & Guba 1985; Polit &
Beck 2017). Given the post-modernistic methodological stance for this study whereby
reality is open to subjective interpretation, a means of assessing the credibility of the
findings is to critique the researcher’s interpretations and how the participant’s voice has
been represented (Cope 2014; Polit & Beck 2017).

To further build the credibility of the research, my engagement with the participants and
my immersion in the narrative data is evident through the strong use of narratives in the
writing of this PhD thesis (Rettke et al. 2018). The depth of the content of the narratives
is indicative of the connections made between myself and the participants and how this
enabled them to express themselves with ease. Giorgi (1997) contends it is the
‘humanness’ of the researcher’s relationship with the participants that enables the
interpretation to be closer to reality as an active and essential part of the hermeneutic
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circle. In relation to van Manen’s (1990) notions of essentialism of phenomenological
reflection, that during the interviews I witnessed the corporeal body of the participant’s
visible expression of emotion. I was able to observe the non-verbal behaviour and the
subtle inflections of tone, rate and volume of the participant’s voice. These cues relating
to the participant’s body language added meaning to my interpretation of the core essence
of meaning. By observing the participant’s non-verbal corporeal expression my response
was to focus on the linguistic content of their words and explore their mood further whilst
noticing the psychological associations with their narrative. Indeed, my observations of,
and responses to, the intricate features of the human experience, and can be viewed as a
strength of the involvement of the researcher (Rettke et al. 2018). Credibility of the study
was also enhanced by my deep immersion in the 25 narratives (Cope 2014; Lincoln &
Guba 1985).

Different methods of triangulation are used by qualitative researchers to improve the
credibility of the research findings (Denzin & Lincoln 2011). Researcher triangulation
(Polit & Beck 2017) was used in this particular study to reduce my own researcher bias
whilst simultaneously increasing the synergic effect of greater insight and
understandings. The analysis was conducted by three researchers (myself and my two
supervisors) who separately explored each narrative, elements and themes. The risk of
bias and over partiality of one of the researchers shaping the analysis was limited since
each contributed their own interpretation based on their perspective, knowledge and
experiences (Cope 2014; Denzin & Lincoln 2011). Additionally, the combined
knowledge and understandings of the three researchers extended the level of the analysis.
One researcher is a Professor of Mental Health Nursing, the other has a PhD in mental
health and is lecturer of Mental Health Nursing, and myself, a registered nurse with a
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Bachelor of Nursing (BN) and a subsequent first class Honours degree (BN Hons 1st
Class).

Additionally, credibility was ensured by the explicit articulation of my stance as a
researcher, including the expressed statements of my methodological assumptions, and
philosophical position (Cope 2014). My research position is also made apparent within
the thesis by my extensive discussion on how the interpretations were generated (Denzin
& Lincoln 2011).

A further strategy to maintain the credibility of the study is the use of peer review. The
process of knowledgeable peers, or colleagues, reviewing the research enables a
transparent and open discourse on whether the findings are considered plausible (Lincoln
& Guba 1985; Polit & Beck 2017). In this study, peer review has occurred during the
numerous discussions and presentations delivered throughout the course of this study,
and in particular during the research proposal presentation.

Transferability
Since the purpose of phenomenological research is not involved in evidencing empirical
quantitative results this form of research is not used to generalise the findings (van Manen
1990). Nevertheless, the findings can be extrapolated to a similar context with similar
local conditions of the initial study (Lincoln & Guba 1985). For this reason, the
descriptions of the study have been rich and have included the clear and explicit
explanations of the study’s aim, research methods and findings to enable future
researchers to decide as to whether the findings would transfer to other similar contexts
(Cope 2014; Lincoln et al. 2011; van Manen 2014). The reporting of the research has
150

included creating an audit trail that have evidenced the steps undertaken during the course
of the research process (Cope 2014; Polit & Beck 2017).

Dependability
The findings of this phenomenological PhD project cannot be reproduced using the same
approach that quantitative outcomes are able to be controlled under distinct conditions
(Merriam 2015; Polit & Beck 2017). Hence, the dependability of qualitative research is
associated with the findings being perceived by other independent researchers as having
constancy and are consistent with the data collected over time (Lincoln & Guba 1985;
Polit & Beck 2017). For this study, dependability is enhanced by explicit reporting of the
audit trail to allow for the findings to be to critique for constancy and includes the
collection of narrative data, the analytic method and how the findings were reached (Cope
2014; Polit & Beck 2014).

Confirmability
Confirmability in this study relates to the degree to which the participants have moulded
the findings (Denzin & Lincoln 2011). Given the methodological approach and the
methods used, the findings faithfully represent the participants’ perceptions of their
experience. At a later date, I presented the findings at another Recovery Camp in 2019 to
a group of 10 consumers. The group of consumers freely attended the discussion group
which was facilitated by myself. I used an illustration that summarised the core essence
of meaning and the themes from the findings and explained the findings. The feedback
given by the consumers was that themes and the core essence of meaning indeed reflect
their perceptions. Researcher reflection has also improved the extent of confirmability in
the study (Rettke et al. 2018). Another means to enhance the confirmability of this study
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was the use of narrative quotations to represent the experience of the participants and
employing rich and thick descriptions (Denzin & Lincoln 2011). As Denzin and Lincoln
(2011) contends thin descriptions reports factual information independent of the context
and intentions whereas thick descriptions are interpretative and uncovers the conceptual
structures that informs intentionality of consciousness. As such, my aim of using thick
descriptions was to represent the true form of meaning, thoughts, and feelings of persons
with a mental illness who participated in the TR program.

Authenticity
Authenticity relates to the degree to which the findings has faithfully exemplified the
articulated thoughts and expressed emotions of the participant’s experiences (Cope 2014;
Lincoln et al. 2011). This has been accomplished in this study by establishing helpful
therapeutic relationships during the course of the interviews. Participants appeared
comfortable to openly communicate with ease. The extensive use of thick descriptions
and direct quotations drawn from the narratives throughout the thesis has also increased
the level of authenticity of the findings.

Chapter summary
This chapter has built upon the preceding chapter’s discourse of the advantages for
research to inform mental health care from the first voice perspective. The purpose of this
PhD study was to explore whether a particular TR program can facilitate personal mental
health recovery from the perspective of persons with a mental illness. The justification
for using the qualitative approach of new interpretative phenomenology as the
underpinning methodology has been elucidated. This methodology serves to answer the
research question by including the participants’ perspective and their meaning-making of
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their lived experience. The use of interpretative phenomenology has enabled a deep
exploration, from the first voice perspective, regarding what are the types of meaningful
connections that are formed that enhance their personal mental health recovery. As such,
this current study has generated new linkages between Recovery Camp with the
psychosocial model of mental health recovery undertaken in a nature-based setting.
Additionally, the methods of the research were explicitly stated to exemplify a highquality study and made transparent to allow for critique. The following Chapter Five
presents the new interpretative phenomenological analysis of the 25 participant
interviews.
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CHAPTER FIVE
FINDINGS
Introduction
This chapter will report on the findings derived from the interpretative phenomenological
analysis of the narrative data collected from the 25 interviews. A semi-structured
approach was used to enable the participants of the study to reveal their perspective of
the TR experienced at Recovery Camp. The analysis was guided by van Kaam’s
Psychophenomenological framework (Anderson & Eppard 1998; Picton et al. 2018;
Picton et al. 2017; Tesch 2013), and from this, a core essence of meaning emerged. This
was: Meaningful connections.

Meaningful connections is related to the psychosocial benefits of mental health. All of
the participants described forming friendships, reduced social isolation, enhanced
identity, and felt a strong connection, belonging and a united purpose as the main benefits
from their participation at Recovery Camp.

This chapter will utilise quotations from participant interviews to illustrate the identified
meaning. Pseudonyms are used to protect the anonymity of the participants. Some of the
quotations are lengthy because they represent the depth of the participant’s voice and the
importance they had attributed to the identified themes. Throughout this chapter,
photographs are reproduced that were taken by attendees during Recovery Camp. These
photographs are illustrative of Recovery Camp. Permission and consent to reproduce
these photographs were granted by the camp attendees and the University of the
Wollongong. To protect the anonymity of the study’s participants the people shown in
the photographs are not necessarily the participants of the study.
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Four interrelated themes form the core essence of meaning, Meaningful connections.
The identified themes represent the different types of connections that participants
described which held great meaning for them. These themes are 1) Connections with
nursing students; 2) Mentoring connections; 3) Connections with myself; and 4)
Enabling environment. Figure 12 illustrates the interconnectedness of the themes with
the core essence of meaning. The figure shows the core essence of meaning, Meaningful
connections, positioned in the centre as it is generated from the interrelationships of the
themes. The theme of Enabling environment surrounds all the other themes to illustrate
the supportive and inclusive environment that is conducive to forming the different types
of Meaningful connections.

Connections with
nursing students

Mentoring
connections

Meaningful
connections

Connections
with myself

Enabling environment

Figure 12: Core essence of meaning and related themes
Figure 13 provides a graphic representation of the analysis conducted using QSR
International's NVivo 12 which illustrates all of the 13 elements that informed the four
identified themes. The colour codes in the right-hand column of the figure represent the
four themes; blue represents Connections with nursing students; purple represents
Mentoring connections; pink represents Connections with myself; and green represents
Enabling environment. The number of participants linked with discussing each element
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is shown under the column heading titled Files. The maximum number of participants
who described an element was 25 and the minimum number of participants who described
an element was 19. The number of illustrations extracted from participant’s descriptions
are under the heading titled References, with the maximum number of illustrations of an
element were 173 and related to the element titled Growth. These figures serve to
highlight the commonality of the elements identified from the participant’s experience.
Figure 14 reminds the reader of the figure that was provided in the Introduction Chapter
One and illustrates the core essence of meaning, Meaningful connections with all the
related themes and elements.
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Figure 13: QSR International NVivo 12 plus analysis of the elements and the number of illustrations
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To be heard

Connections with
nursing students

Tell it like it is
Addressing the power
imbalance

Meaningful connections

Making friends

Mentoring
connections

Understanding each other
Reaching out to others in
need
Fun for fun's sake

Connections with
myself

Growth

Sense of purpose
Social immersioninclusion
A safe place

Enabling
environment

New sense of self-identity

Connections with nature

Figure 14: Core essence of meaning, related themes and elements
The themes had a synergic effect on each other and formed the essential components of
the core essence of meaning identified as Meaningful connections. The two themes of
Connections with nursing students and Mentoring connections comprised two different
forms of social interaction and the underlying motivational intent of these interactions.
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The effect of forming and developing meaningful social relationships were described as
having a psychological benefit and supported personal psychological growth, which
involved elements of self-determination, challenging oneself and overcoming personal
barriers. All participants attributed these positive aspects to the immersive and supportive
social milieu of Recovery Camp. In this regard, the recovery-oriented and strength-based
approach enabled the enhancement of these themes for individuals. To validate their
positive perspective regarding their TR experience at Recovery Camp, most of the
participants freely offered, during their interviews, contrasting and powerful accounts of
trauma and stigma that were related to the stigmatising responses from family, friends
and the community as well as examples of traumatic experiences in health care settings.

Connections with nursing students
The relationships that developed between persons with a lived experience and the
undergraduate nursing students during Recovery Camp were described by the majority of
participants as a distinct type of social interaction which was perceived as deeply
meaningful. These relationships were described as important and that forming
relationships with nursing students to enhance the students’ learning was a strong
motivator for attending Recovery Camp.

Over half of the participants had previously participated at Recovery Camp and described
the reasons for ongoing attendance as having changed from their initial motivation for
going. For example, Jo articulated having a strong sense of purpose to educate the nursing
students as the main reason she has returned to successive Recovery Camps. She
explained the initial reason for attending Recovery Camp was for “herself”, but then
described how she returned to Recovery Camp for more altruistic reasons; to share her
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knowledge and to “make a difference.” In the following quotation Jo uses the term
“volunteers” 20 to describe the attendees who have a mental illness:
I’ve been on several camps now and I love going back. I feel very strongly about the
value of Recovery Camp for the volunteers and the nurses. At the beginning, I just went
for myself, for the new experience, doing something new and it was exciting. Now I come
back, the main reason to show the nurses about mental illness, tell them what’s it like for
people who have their own and sometimes difficult journey, but one with hope and
growth. I believe in making a difference to how they think and treat people like myself
who will be under their care. (Jo)

The following section presents the three elements which collectively inform the theme
Connections with nursing students. They are a) To be heard, b) Tell it like it is, and c)
Addressing the power imbalance. Figure 15 illustrates the connections.

Connections with nursing
students

To be
heard

Tell it like
it is

Addressing
the power
imbalance

Figure 15: Elements linked with the theme of Connections with nursing students

a) To be heard
Most participants described the importance of the undergraduate nursing students
listening without judgement to their perspective, with this phenomenon forming the
element: To be heard. Indeed, connection between participants and nursing students was
strengthened as a result of the validating experience of being heard and being believed.

20

Some of the consumers referred to themselves as a volunteer whilst attending Recovery Camp.
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The following illustration demonstrates the element when Adam shared how a noncritical and respectful approach from the students had enabled him to talk about “things
that have impacted in my life.”
I really like having students here as well as people that have problems. The students listen,
and I can now talk about my things that have impacted in my life. It’s good to talk to
people without criticism of my illness. (Adam)

Adam continued to explain in more detail how the non-judgemental and respectful
approach he experienced assisted him in forming a sense of connectedness when he used
the words “strong connections.” Additionally, Adam said that experiencing a sense of
connectedness enabled him to feel comfortable enough to share his feelings. He described
the psychological benefit to his mental health by saying that it is “really good for me to
get my emotions out.” Adam explained why being heard and expressing emotions are
important to him when he described previous difficulty with expressing his feelings as
having a negative impact on his mental health. In this regard, Adam explains:
The understanding, the bonding especially when you get into a smaller group. We form
strong connections together, working together and get so much closer…like I said no
criticism of each other, we are respectful of how we feel. I have talked to several people
and it’s really good for me to get my emotions out. I feel so much better now for doing
that. For many years I couldn’t get my feelings out. I was shy and didn’t feel comfortable
telling anyone how I felt. I kept it all inside of me. Not even with my family, especially
with my family! It really impacted on my life where I couldn’t talk about my feelings.
(Adam)

The psychological benefit of being heard is further described by Adam when he
exclaimed that after talking with the nursing students about his feelings he felt “lighter in
my mood.”
Yeah, it’s good to sit and talk to…what’s the word? I’ve got my voice back and I like to
talk now! (laughs). I can talk to a complete stranger here as if they were my closest friend.
It’s that safe, you know, about my emotions and how I feel…I feel lifted when I talked
about it with a student. I feel lighter in my mood. Yeah! that I have talked to people. It’s
good for me, mentally. (Adam)
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Adam further described why talking about himself to the nursing students is important
when he compared his difficulty talking with mental health professionals. In reference to
his past encounters with psychologists he used the words “I have only ever told them
specific things they want to hear” whereas he stated that during Recovery Camp he can
choose to talk about “things I want to talk about.” Adam described a sense of autonomy
and being able to choose the topic and depth of his conversations with others during
Recovery Camp. He described being able to choose a light topic of conversation through
“chatting” and then feeling able to spontaneously release his problems with a deeper
disclosure. Adam shared:
I have never been able to talk to a psychiatrist, and I have seen quite a few, I seen
psychologists and I have only ever told them specific things they want to hear. I’ve talked
to people here more than I have talked to mental health, more to anyone for a long time
on all sorts of things. Things I want to talk about. You know chatting, talking and
releasing my problems. It is interesting that talking to students is better that talking to a
psychologist! (Adam)

Image: Recovery Camp

The psychological benefit identified from the element Being heard, is also illustrated by
Connor who wondered whether the students knew “how helpful it was” that they listened
when he explained:
You know, it really helped me come to terms to some of my situation. By talking about
it put a lot of things into perspective. I don’t think they knew how helpful it was, but it
was amazing to get some of the weight of everything I have gone through in the last few
years off my chest. I gained a sense of perspective seeing it from further away when I
spoke about my experiences. It was great and has made a big difference to me now. I also

162

think because there were so many students to talk to, I didn’t have to rely on one
person…I see a psychologist now because I have realised how talking about myself really
helps me to be a better person. It really does help me! I felt, and I really mean this, that
being at the camp with all those people interested in me, my life, my story and liking me
so much that I could be myself. For the first time, it felt like, for the first time in my life,
I could be accepted and respected for being the person I am and not the person I think I
should be. That’s huge for me, it was massive and a great relief! I am so much more
peaceful and relaxed now because of the way I know feel about myself and the way I
think about myself. I am less uptight and angry. (Connor)

In the previous quotation, Connor expressed how being listened to in a non-judgemental
and respectful manner and sharing his thoughts to numerous students gave him a sense of
perspective. As such, Connor became motivated to “see a psychologist” to become “a
better person.” Connor also described increasing self-awareness and self-acceptance
which is reflected in the words “for the first time in my life I could be accepted and
respected for being the person I am and not the person I think I should be. That’s huge
for me.” In this regard, Connor experienced unconditional positive regard from numerous
nursing students to reflect upon and make sense of his past experiences so that he could
“come to terms to some of my situation.”

Image: Recovery Camp

Participants spoke of why the benefit of being heard by the nursing students whilst at
Recovery Camp was deeply significant in relation to their past mental health experiences.
For instance, Grace described how important it was for her, that the nursing students learn
about the unique experience of hearing voices. She explained her perspective that not
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often do persons with a lived experience have the opportunities to share their unique
perspective. Grace expressed how Recovery Camp offered that opportunity:
I had felt I had contributed to the love and respect towards ‘the people who hear voices’
group… I sat down with the nurses and said, “I am schizophrenic, I hear religious voices”,
but I said, “This camp has such a great attitude, it seems like everybody loves each other”.
I did have a chance to help others…The nurses listened to my words, and my life stories,
and were highly respectful towards me. I liked that very much. I believe Recovery Camp
has done them a good service and the nurses will work in the future along the correct
path. I was happy to be asked, and to listen to my fellow people share their story. It was
very touching… It held a deep meaning for me on many levels. Not often are people with
mental illness given the chance to be heard or to bear witness. We had that chance to
speak out and share our views and to let the nurses know our truth. The difficulties and
struggles we have to endure. The chance was there to let others know how it is for us, and
how it has been, when the demons are there, and when we are under psychiatric care.
How that feels for us. It gives the nurses the insight into the existence of those who live
with mental illness. I thank Recovery Camp for the good work that it does. It has inspired
me. (Grace)

b) Tell it like it is
The second element that was identified is, Tell it like it is. Participants described the
importance of sharing their unique perspective of experiencing a mental illness with the
undergraduate nursing students. Participants expressed a need to reduce the
misconceptions and the stigma associated with having a mental illness. Imogen
articulated how she intentionally challenged the nursing students’ perceptions when she
explained, “I tell it like it is” and “I challenge them to think beyond the square, beyond
what they know or think they know.” Her rationale for doing so is illustrated in the
following quotation:
You know with the students, I tell them like it is, well, how it is for me that is, and I
challenge them to consider how is it like for people with a long and serious mental illness.
I challenge them to think beyond the square, beyond what they know, or, think they know.
To go beyond their own experience and gain some empathy. They need to reflect upon
their practice, “What is I am doing that causes pain or helps others?” Every little thing!
It is the little things that build up to greater things and then the broad picture expands to
add greater benefit to the world. (Imogen)
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Neal who experiences social anxiety and substantial difficulty talking with people
described how he was approached by some of the nursing students and had some “good
conversations” with them. They asked him questions and he “was happy to tell them”
and draw upon his knowledge of his illness and medications.
I had some good conversations with the student nurses. They would come and sit with
me on the log, and we chat. They asked me about my illness and my medications, how I
manage at home. I was happy to tell them, and I think they found it helpful. (Neal)

Image: Recovery Camp

Similarly, Sam spoke of how much he enjoyed “educating the nursing students” about his
perspective and knowledge of his mental illness.
I love educating the nurses! I really love doing it! Because it gives them a better insight
into mental health at least. I’m bi-polar, I can only really talk for me. I love talking to the
nurses. It’s really good fun. I’m comfortable in that environment to do that. You know
that ‘cause there’s only probably, got maybe half a dozen friends, maybe not even that!
That know that I’m bi-polar. I keep it fairly private sort of stuff, so I don’t spread it
everywhere…There’s a few select people that I, my family know, so, they don’t know
how to handle it either! So, to get that opportunity to actually talk about it has been a
really positive experience for me. (Sam)

Sam continued to explain why the experience of being able to talk about his illness with
the students and be able to Tell it like it is was a such positive experience for him. He
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compared this positive experience to other reactions he had experienced from people in
other social situations when he tried to disclose freely and honestly about his mental
illness. Sam described how disconnected these relationships became on these occasions
when he disclosed such information. Sam shared:
Because of the reaction. I’ve had some really bad reactions to telling people I’ve got bipolar. I mean I had another one just happened the other day. I played golf with six other
blokes. We played golf, we were walking, and these guys were older guys, they were all
60s and 70s. Lovely guys, really nice guys, and we got to talking about “Are you retired?”,
“Yeah, I’m retired, I retired early”, “How’s your family?”, “Family’s good”, talk
everything, about golf, and talked about movies we have seen. By the 6th hole, this has
been going on for an hour and a half. The question is “Why did you retire?” I honestly
said, “I retired because of my bi-polar.” Then BAM! It was like a door came down
(laughs) they just stopped talking to me about anything…The conversation stopped at
that point and didn’t go any further. (Sam)

Ally also articulated her motivation for continuing to participate in Recovery Camp for
many years. Ally identified herself as a “volunteer” and described how she is teaching
the nursing students about her life; what is means to her to live with a mental illness and
how to stay well. Ally stated that sharing her lived experience with the students makes
her “feel good to have made a difference to their nursing.” She described herself as a
“teacher” and how she is able to alleviate their anxiety about meeting persons with mental
illness. Ally shared that she had witnessed the students become more confident interacting
with persons with mental illness as the camp progressed. Ally explained:
I go to camp because I like helping the nurses to understand what it is like to have a have
a mental illness and what I do to stay well. They are really nice, the students, and we get
to know each other. Some of the students have said to me how helpful it is for them and
how much they get from talking to us volunteers. It makes me feel good to have made a
difference to their nursing. Some of them look so afraid of us when they first come along
and then it is good to see them relax and get involved in the activities and then talk more
with us…It’s like we are the teachers teaching them about our lives, my life, what’s it
like you know. Sharing some of my life, my experience to teach them and what it is really
like. I know they get a lot from it! They tell me they do anyway! (Ally)
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c) Addressing the power imbalance

The third element was Addressing the power imbalance. Participants spoke of their
impression of nurses drawn from past mental health care experiences. Descriptions of
staff sitting in the office was described as a barrier to meaningful engagement. The terms
the “fishbowl”, “behind the glass” or “having the keys” were used in relation to a sense
of power imbalance that was experienced whilst as an in-patient in mental health units.
In contrast, during Recovery Camp the relationships that developed with the nursing
students were perceived as positive and participants articulated a sense of equality.

In the following illustration, Imogen described the relationships formed with nursing
students as “respectful” and that she perceived everyone as “all equals.” Imogen voiced
this as a “key feature of the ideas behind Recovery Camp” regarding the nursing students’
learning. Imogen described that she wanted to “teach them the things you don’t learn in
books, or behind the office glass.” Imogen continued to explain that the opportunities to
develop “deeper connections” with nursing students during Recovery Camp were because
the perceived “barriers are down!” Imogen stated:
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What was great about the camp, or the way Recovery Camp is run is that we are all equals,
individuals, of course! The student nurses, or the nurses didn’t have the power over us.
You know, like on the wards, nurses who have the keys, and locked themselves in the
office, and watch us from a distance. The students were able to mix with us, find out
about who we are, who I am, ask me what I think! Actually, I told them what I thought!
(Laughs). They listened, they were respectful and treated every one of us with respect.
They asked questions and I was more than happy to share my thoughts. I wanted to! To
teach them the things you don’t learn in books, or behind the office glass. You know, the
fishbowl! (laughs). Yeah! Recovery Camp, and this is one of the key features of the ideas
behind Recovery Camp is that everyone participates together and develops deeper
connections, the barriers are down! (Imogen)

Participants used the term equality to describe the relationship between themselves and
the nursing students. For example, Rowen spoke of a sense of equality whilst participating
with nursing students in the TR activities. Rowen had spoken during his interview, about
having previously experienced a long period of homelessness and had felt very
disconnected with others and how he mistrusted mental health professionals. The words
Rowen used in this instance resonated with his past experience of homelessness when he
used the terms “I had a sense of not being in the gutter, but I was a human being, and they
were human beings and there was a sense of equality” to express his feelings of enhanced
self-esteem and self-identity. Rowen shared:
There was a definite feeling I had which was quite strong. When we did the activities, the
teamwork activities, first of all, we really bonded with the nurses because we buddied up.
So, I buddied up with someone who doesn’t have a mental illness and I felt like a real
human being with someone who doesn’t have a mental illness. Now I think that was a
big, BIG thing for me as I don’t usually feel like that with others. It was also a supportive
thing because I, we, were doing things that challenge ourselves and some of them very
scary, and for the nurses as well! (laughs)…So, instead of an inclusive program for only
people with mental illness for their recovery, that really made a difference to have nurses
or other people to do that together with. So, it was just a group of people doing soccer
together regardless of their mental health. There was a sense of equality. When I am
mentally unwell my self-esteem is very low, and I feel like I am separate and apart from
society and I am kind of in the gutter. It makes me emotional saying that!…I had a sense
of not being in the gutter, but I was a human being, and they were human beings and there
was a sense of equality. (Rowen)

168

Image: Recovery Camp

In the following illustration, Laura also spoke of equality and the non-judgemental
attitude she experienced whilst forming relationships with nursing students at Recovery
Camp. Laura described the nursing students’ eagerness to found out what it was like for
her having a mental illness. She also described taking the lead and initiating conversations
with nursing students. Laura articulated that she hoped the consumers had made “an
impact in the career they are going to have.” Laura favourably compared her experience
of having “that level of support” at Recovery Camp with that of her perception of past
health care experiences as an in-patient in a hospital mental health setting. Laura fondly
described a “breaking down of stigma” when she was thought of as “nurse” at Recovery
Camp. She described a strong sense of being perceived as normal and this felt “special”
to her. Laura explained:
I don’t normally get that level of support. The consumers and with the students too. That
they wanted to be there and learn from me. That they wanted to be so hands on and
involved with me. A lot of them did ask me questions and was eager to find out. Some of
them were a bit scared but I found that if I shared, they took the time to listen and they
really took what I said on. Yeah! they were really lovely people and I hope we made an
impact in the career they are going to have and how they will relate to others. We didn’t
have consumer written on our head, and because of my age, and I got asked if I was nurse
even by the instructors! (laughs). They thought I was a nurse!! (laughs). So, that was good
because that’s just breaking the stigma straight away. Like, I have only ever been in acute
in-patient units and there wasn’t a great nurse-patient culture going on there, so it was
different because we were all just being normal. They weren’t just observing and
medicating us…Yeah! definitely they were taking the time just to listen and be with us
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and be normal together. It was special…It reduces stigma, yeah, I felt free of stigma. Free
of judgement and we were all normal people! (Laura)

Image: Recovery Camp

Mentoring connections
The second theme of Mentoring connections related to the special bonds of friendships
that developed between peers. These social relationships were described by participants
as being important and meaningful. Participants also described an altruistic motivation to
support and mentor other people who have experienced mental illness. This specific type
of social relationship comprised of three elements. These are a) Making friends; b)
Understanding each other, and c) Reaching out to others in need. Figure 16 illustrates the
three elements which inform the theme of Mentoring connections.

Mentoring connections
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Figure 16: Elements linked with the theme of Mentoring connections
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a) Making friends
The first element of the theme Mentoring connections is known as Making friends.
Participants described the enhanced opportunities to make close friends and/or interact
socially with other persons with mental illness whilst participating during Recovery
Camp. One participant, Joe, described the benefits of belonging to a group of friends who
see each other regularly at Recovery Camp. The group of peers have extended their
friendship and have subsequently formed a social/walking group following Recovery
Camp that meet up in local community settings. Joe described that during this gathering,
the friends had become more appreciative of their community surroundings and in doing
so felt more connected to their local community. Joe described the social and
psychological support that this group of peers continued to provide each other. Joe stated:
Some of us from Recovery Camp decided well why don’t we keep doing this!…You
know meeting up as friends! And we’ve been going for a while now about a year maybe
longer and there’s probably about four of us that go regularly…You meet there and its
pretty sort of casual, laid back. We might just sometimes feel like walking or we just sit
and drink coffee and just chat. Take in nature, the ocean, look at the water and the harbour,
the trees around you, the sky, different people walking, walking their dogs, families with
their children in the playground. It’s good, you see people smiling, being happy in nature,
being part of this is good, it feels like a good life, satisfying, being with people with their
families…We also support each other and that if someone has got an issue or a problem
and they want to talk about it, and we give them a different perspective and they say, “Oh
I didn’t think of it that way”. It’s good because sometimes when a person has got a
problem or an issue to something, they can’t seem to find a resolution, you can’t see it
because you are too caught up in that problem. Someone from the outside can say, “Well
I can see this, this and that. What about trying this? Try that!” (Joe)

Paul described the support he has received from the friends he meets during his attendance
at successive Recovery Camps and how he appreciated the “male company.” Paul spoke
of enjoying the same sense of humour and referred to the positive impact that sharing
humour with others had on his mood when he said that it “lightens my load.”
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I really like my friends, I met them at Recovery Camp, and they support me a lot. I don’t
want to miss out on seeing them. We have a good time together, so I like seeing them and
hey! They like being with me! It’s good. I need to have friends…We all understand each
other what’s it like with each of us with an illness. It’s good company. We sit together
and the men share cabins, and the girls share cabins. I enjoy the male company; we have
a laugh and a joke…It lightens my load!…They help me see the funny side of things.
(Paul)
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In the next quotation, Pat described her loneliness and the difficulty she often experiences
making friends due to feeling “nervous.” Pat continued to explain that attending Recovery
Camp had “introduced me to new people” and how she had made some good friends. She
shared that she now sees her new friends regularly in between successive camps and talks
to them daily on the telephone. Pat described reduced isolation and a social connection
with others and her community when she said “Life has got much better…I am more
connected with the world and with people. Not hiding away in my flat.”:
I was very lonely. It’s difficult making friends. I get nervous…At camp I have made some
really good friends, friends forever…I was very lonely living in a new town and not
knowing anyone so going to camp introduced me to new people. I see them all the time
now, each week, every day on the phone. Life has got much better…I am more connected
with the world and with people. Not hiding away in my flat. (Pat)

Building trust with other people during Recovery Camp was commonly described by
participants. Sally illustrates the difficulty she had experienced making friends due to
what she described as “I don’t trust a lot of people.” Sally explained that going to
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Recovery Camp she felt she could “trust people there” and she had built friendships based
on this increased trust. The continuation of the social relationships formed between peers
during Recovery Camp were strengthened by shared experience of their participation. In
this regard, Sally continued to describe that she remains in contact with some of her peers
and they have a “special bond, a connection between us and we remember the good times
at camp”:
With people building up trust is important because I don’t trust a lot of people; because
they’ve gone and done something to me, to hurt me, broke my trust with them. But with
going to Recovery Camp, you can trust people there. I built friendships that way by
trusting them. And people trusted me too. It was good. I didn’t want to hurt myself there
or do anything to hurt others. I’ve seen a few people out of camp and it was good to catch
up. They were going well, and it made me happy to see that. I talk to a few people on
Facebook, and we catch up. It’s like a special bond, a connection between us and we
remember the good times at camp and share that. (Sally)

Reconnecting with peers who had previously met in mental health settings was described
by most participants. The following quotation by Cherise highlights this phenomenon
where she reconnected with a person in what she described as “such different
circumstances, a more positive space.” Cherise shared:
I actually just enjoyed just being in the group. I find the support from everyone in the
group has been really. It’s a beautiful space actually. I didn’t know anyone except one
person who I met years ago. We reconnected from long, long time ago, from in a hospital
situation. It was nice to see her again and in such different circumstances, a more positive
space. I am pleased for both of us. (Cherise)

Image: Recovery Camp
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b) Understanding each other
The second element identified within the theme of Mentoring connections is
Understanding each other. Participants described an insightful and strongly empathic
component to the social interaction between consumers that was experienced at Recovery
Camp. For some participants, it was their first attendance at Recovery Camp, and they all
described how the connections formed with other peers eased any initial anxieties about
attending. Mick who had attended for the first time described how he felt surrounded by
a sense of connectedness with people. Mick also shared that despite his previous
apprehension he “didn’t shut down but opened up, remained present at the camp.” Mick
continued to discuss that he usually experiences shutting down in response to anxiety in
other social situations and that for him to feel “present” and be surrounded by “beautiful,
kind and funny people” at Recovery Camp was very important to him. Mick’s account
illustrates how persons with mental illness, whom he referred to as volunteers, can be
empathetic and support each other when he said, “It helped they understood me because
the volunteers knew what it is like to shut down.”:
We connected as a team, a group of people, became friends. When I became anxious the
support I got was there for me. People connected with me to help me through on that first
night. It was right all around me. I stayed connected, I didn’t shut down, I opened up,
remained present at the camp. It has been really good…Normally, I wouldn’t talk, I would
shut down with anxiety and shyness. Being at the camp I was surrounded by beautiful,
kind, and funny people. Real friendly and caring. They are there for you if you need help.
They understand me. It helped they understood me because the volunteers knew what it
is like to shut down. (Mick)

Sam expressed the benefit he had experienced from sharing and gaining an understanding
of other people. Sam explained they shared strategies of how they coped with similar
problems to him and why that meant more to him than hearing advice from mental health
professionals. Sam explained:
174

If you are talking to someone who has the similar background as yourself. If they have
bi-polar or depression, it’s easy to identify with people. So, you identify on a similar level
(laughs) and you get to talk about your condition, and you laugh about your condition;
and you talk about meds, and you talk about sleep patterns. And you talk about what you
do when certain stuff happens, and, “What’s your strategy to deal with this or that.?”;
“When you are feeling really flat what do you do?” And so, you get a little bit of feedback
from, or a different perspective from some other people. On Recovery Camp with other
clients, or volunteers, or whatever. Volunteers. I got some really good feedback about
how to treat certain things that are happening in my life. So, whether it’ll be sleep hygiene;
like “What do you do when you can’t sleep at night?”; “I listen to a podcast”, or “Turn
on the radio on”; or “I have to just sit through it” or “I take medications”. There’s a whole
host of strategies that you get from other people that may not generally get from other
people, from professional people. (Sam)

c) Reaching out to others in need
Participants described an altruistic desire to reach out to other consumers. Some
participants described possessing expertise regarding their lived experience of mental
illness and staying well. This expertise and insight were described by participants as a
confidence and motivation to act as ‘gatekeepers’ 21 to reach out and help others in need
during Recovery Camp. For example, Jo explained how she saw herself as having “a lot
of life experience” from her mental health journey and how she can share her knowledge
to help others. Jo also referred to herself as a “mature mentor” to express her role as
someone with many years of lived experience and knowledge to draw upon. Jo explained
that her role as a “gatekeeper” helped to ensure “everybody is safe, mentally safe” and
she compared the support as giving “the help I needed when I was younger but didn’t get
then, not way back then. There was a lot of stigma and shame in those days.” Jo
emphasised:
I have 30 years of illness and now I am well. I do get symptoms, of course, but I have a
lot of life experience, wisdom resulting from my mistakes, wisdom on what works for
me. Everyone is different, I know, we are all individuals, and we have to find our own
way. But I share what has worked for me and they do listen to me…I call myself a mature
The term gatekeeper refers to being a first contact to someone in mental distress and providing mental
health first aid. The gatekeeper possesses the knowledge to refer the distressed person to mental health
support services for further assistance (Nam et al. 2018). In this instance, Jo refers to herself as acting
similarly to that role.
21
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mentor, not in age but in wisdom! Us older ones talk together and say, “He’s not doing
so well”, or “She is having difficulties”, and we go and talk with them. In a good way,
we notice these things, probably quicker than you staff. We sleep together in the cabins
and see what’s going on. If we, or I am, really worried about someone I will go and talk
to one of the facilitators and they listen to us. They respect my, our, knowledge and say,
“Thanks Jo, thanks for the heads up, I’ll go and check such and such out”. The camp is
good like that. So, everybody is safe, mentally safe. I feel very safe at Recovery Camp in
that way. I think of myself as a gatekeeper and I know it’s the best thing to talk with the
facilitators if I am concerned about someone’s mental health. But on the whole, we do a
lot of listening and talking with the other volunteers in general. Give them tips on
strategies and medications, side effects and stuff like. Money, NDIS, services, the list
goes on. Useful stuff to help them. I’m lucky that I don’t experience my symptoms,
anxiety and depression so severely like when I was younger. I am wiser now and I share
that wisdom (laughs). Give the help I needed when I was younger but didn’t get then, not
way back then. There was a lot of stigma and shame in those days. There still is but it
was different then, worst back then. (Jo)
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Similarly, Sarah explained that her lived experience offered valuable insight which may
help persons with mental illness with their recovery. Sarah said, “They need support and
I know what they need, I have been there too!” In the following quote, Sarah described
that she felt safe enough to reach out to persons in need during Recovery Camp as she
“can contact the facilitators here.” Sarah considered herself as working together and
collaborating with the nurses and it makes her feel “worthwhile.” And is “my reason for
coming back time and time again.”:
I also want to be here for the volunteers…A lot of them come to me for advice, ideas and
to talk, which is fantastic because I feel worthwhile. In my life it hasn’t been that way
and here being with people with the same condition. They need support and I know what
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they need, I have been there too! At the time I may know what to give to them. If I can’t
give, like if I think something is dangerous or I’m out of my depth with another volunteer,
I know I can contact the facilitators here. So, I feel safe helping the other volunteers. How
we all work together, both the nurses and myself, to help others who need it the best way
we can! It’s good, be source of knowledge from my experience…my experience of being
unwell and how I have changed over the years and learnt to cope. I remember what it was
like at the beginning and how I managed to cope with the ups and down of being mentally
unwell. Now I can share my knowledge, my experiences from my life to help them and
make things better. It is very worthwhile and is my reason for coming back time and time
again. The reason I come now is very much different from when I first came. (Sarah)

Imogen also described her confidence in offering support and counsel to peers when they
are not “travelling well.” Imogen described using humour with her peers, when the
situation is appropriate, when she used the words “Sometimes people just need a good
belly laugh and get rid of the negative energy in their bodies”:
I can make them laugh and I can listen when they are troubled, and I am not afraid to
speak out. These are good qualities to help the other volunteers at camp. I can redirect
someone who is not travelling well and say, “Hey buddy, it’s okay I have been there too!”
I remember what’s it’s like and this is what I did to get well, good diet, don’t over
medicate or use the prescribed and unprescribed medications wisely, don’t drink too
much or don’t use drugs too much, just get some balance, talk to people, talk to us and
take good advice…Sometimes, people just need a good belly laugh and get rid of the
negative energy they are carrying in their body, in their muscles. (Imogen)

Connor, who had attended Recovery Camp for the first time, expressed his appreciation
of the encouragement and support and connections he felt with people during the camp.
Connor described how the “older volunteers” made him feel “welcome” and put him at
“ease”:
Connecting with people, volunteers and students, that was the main thing, being with
people who were encouraging and supportive. The older volunteers were really helpful
and kind. They made me welcome and put me at ease when I first arrived. Being a young
person, I thought they would ignore me, but they were the opposite, they were extra nice
to me. (Connor)
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Connections with myself
The third theme identified from the narrative data was tilted Connections with myself and
related to psychological well-being described by the study’s participants. This theme was
the broadest of all themes and contained many positive changes to psychological health.
All participants described these benefits that were experienced during and following
Recovery Camp as being particularly important and meaningful to their mental health
recovery. The theme Connections with myself comprised of three interrelated elements
which are a) Fun for fun’s sake; b) Growth and c) Sense of purpose. Figure 17 illustrates
the three elements linked to Connections with myself.

Connections with myself

Fun for
fun's sake

Growth

Sense of
purpose

Figure 17: Elements linked with the theme of Connections with myself

a) Fun for fun’s sake
The element of having Fun for fun’s sake was identified by most of the participants. The
participants used positive expressions throughout their interviews when describing their
reasons for attending Recovery Camp. These positive emotions relate to subjective wellbeing and were attributed to a number of factors. Some of these factors included the
enjoyment evoked from undertaking recreation activities; feelings of social inclusion and
being involved in a friendly social milieu and from an appreciation of nature as the setting
178

of Recovery Camp. The former is explored in this section whilst the remaining elements
are reported under the heading Enabling environment.

Mick who described himself as “shy” expressed having fun during Recovery Camp when
he said, “I smiled all the time, couldn’t keep not smiling because I felt so part of
something good.” Mick continued to speak about his enjoyment and described how he
enjoyed dancing which he had not attempted for 15 years. Mick described how dancing
again gave him energy, confidence and motivation when he said:
The dancing was fantastic, I had a dance, and the music was great. I don’t get out much,
so it was good to see live music and dance together. I haven’t danced for 15 years. It was
hard at first, because it has been so long since I have danced, but once you get going it
was good. It gave me energy. The girls came and got me to dance, and I followed them.
I had no confidence before, but they made me feel I could do it with them, and so I did
(laughs) I’m really glad I went to the camp. It gave me some confidence. I went for it and
it gave me a lot of energy. Dancing. It was fun yeah! (Mick)

Image: Recovery Camp

Mary listed a number of recreation activities that she greatly enjoyed which she said, “lifts
my spirits and mood.” Mary described having “tears of laughter trying to master the steps”
of the bush dance. Mary continued to explain that she had “fun for fun’s sake” and
compared this pleasurable experience to the mental state of depression when she
disclosed, “There’s not much laughter when you are depressed.” Mary also explained that
sitting by the campfire evoked feeling other positive emotional states when she said, “I
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felt cosy and comforted” and “it was a very safe place to be chatting by the fire. I went to
bed feeling very serene and content that night.”
I did like the trivia night, the music at the dance, that was physical! but I love music,
especially bush music. We had tears of laughter trying to master the steps. It was funny I
just couldn’t get it. The more I tried to get the steps the funnier it was, the worst I got
(laughs loudly). But I didn’t need to think about it too much or overthink it. You know
given myself a hard time because I couldn’t do it (laughs). It was okay not to be perfect.
I wasn’t very good at it, but it meant I didn’t have to worry about being better. I could
just have fun for fun’s sake! There’s not much laughter when you are depressed. It lifted
my spirits and mood. I also liked the campfire, that was very healing, sitting on the logs
chatting with other. It was touching really, seeing everyone’s faces lit up in the firelight.
I felt very cosy and comforted. That was a good night for me. It was a very safe place to
be chatting by the fire. I went to bed feeling very serene and content that night. (Mary)

Pat described Recovery Camp as “a happy place, everyone laughing and being together,
working and playing together.” Pat continued to explain that the positive memories of the
good times she experienced during Recovery Camp made her feel happy and encouraged
following the camp:
I have a lot more joy in my life than I ever had! Everybody needs joy in their life. The
camp is a happy place, everyone laughing and being together, working and playing
together. We have a lot of fun and I can’t stop smiling. I smile about stuff when I get
home and I remember all the good times we had. How encouraging everyone was and
saying, “You can do it”, you know my cheer squad! (Pat)

Image: Recovery Camp
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b) Growth
The element of Growth was drawn from participants descriptions of perceived positive
changes to their psychological well-being. These positive changes included a sense of
achievement and enhanced self-confidence from undertaking challenging activities.
Participants described overcoming personal psychosocial barriers and/or physical
limitations. The following quotation is from Phoenix who illustrated how she had
overcome the barrier of low self-confidence and was motivated to try new activities and
engage in more social interactions:
I feel like I have grown a lot at the camp. My self-confidence was low, and I didn’t have
any self-confidence, but I am more motivated to try new things in my life now. You
branch out and not be afraid. To overcome my shyness. The camp kinda of made me think
or change the way I think about trying something I have never done before. You know,
try to overcome more challenges in life. Not hide away and avoid things but to step into
things more often. I’m not holding back like I always had done. I now say to myself,
“Okay let’s give this a go!”. I fancy doing this, or that, and now I say yes to things rather
than no. (Phoenix)

Image: Recovery Camp

Overcoming long standing personal fears and barriers were described by all participants.
In the following quotation Sally articulated how she overcame her fear of heights during
mastering some of the more challenging recreation activities. Sally continued to say how
she was inspired to support the nursing students overcome their fear of heights which
made her “feel good about myself.” The mutual support provided and the increased selfdetermination to attempt new activities is evident from Sally’s narrative:
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All the activities were good. Out of the activities I liked the best getting over the fear of
heights. Height is a big thing for me. I get very anxious and doing that, getting over my
fear meant I was not so scared and that was a big achievement. It was good to see that I
was able to overcome my fear of height when other people couldn’t…and I could help
them with this, and it made me feel good about myself. You know I am not so bad at
something. I have something to offer others. It was a very big achievement for me. To be
good at something I was afraid of and then could help others to get over their fears. I was
full of nerves and I thought I could not do it but then I did. There was a couple of students
even who were very afraid of heights and I helped them too…I liked helping others. I am
quite proud of myself for this and it was good to see others feel proud of themselves.
Sharing yeah. I felt happy about myself for being useful. It’s important for me to give it
a go…If I try then I can learn to do things and I can’t fail if I keep trying. I only fail when
I don’t try…It makes me like myself when I am useful. It makes me more confident. It
has! (laughs) (Sally)

Neal spoke of the psychological growth of overcoming his anxiety about being with
people and explained that he overcome his anxiety and felt “happy watching people on
the activities” and that it “wasn’t hard as I thought it would be.”:
I really liked watching people on the activities. Seeing them enjoy themselves, having
fun. I felt happy to see that, Yeah, I did! I thought the camp was brilliant, to be there was
great for me. (Pause)…I got out of my comfort zone being with so many people and I
wasn’t that anxious. (Pause) Yeah! it was good watching…It was good to watch them
doing the activities and watching them at the dance and watching how everyone got on
and being friendly together. (Pause) I did talk more than usual, and it wasn’t hard as I
thought it would be. (Neal)

Neal continued to speak and identified that he was more physically active during
Recovery Camp. His perspective towards becoming more physically active is
demonstrated when Neal expressed an incentive and a determination to lose some weight
so he could participate in the more adventurous activities. This quotation of Neal’s
illustrates the psychological growth to set a goal, in this instance, that of weight loss and
to become more active:
It would have been good to have done the flying fox, but my weight restricted me. I did
the archery and some of the team challenges. I walked a lot. A lot more than I usually do.
A lot more! (Laughs). I need to do more of that…(Pause) I am determined to lose that
weight so I can go on the flying fox, chair swing and the wall climb. I really wanna do
that! (Pause) just to show me I am adventurous! I can do this! (Neal)
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The element of Growth was also articulated by Sarah who had been attending Recovery
Camp regularly for five years. Sarah described the significant positive changes in her life
and mental well-being:
In a way it’s hard to accept I have changed so much but I have! (laughs)…It’s like a lot
of things in my life. I am learning and accepting. I am different at the camps every time
I come. I grow each time and it is really good for me and I take something better away
each time. Something new I learn about myself. I am more outgoing; I am more confident.
And I am taking it back in my own life as well. (Sarah)

Participants described a sense of resilience to cope with the challenges of life. In the
following quotation, Sarah continued to explain how she has grown and described an
increase in confidence and assertion. She refers to a recent bereavement of a significant
family member and considered how much safer she feels coping with her loss. Sarah then
disclosed how her thoughts of suicide have reduced over the last five years and expressed
a renewed sense of meaningful purpose and an altruistic sense of self-identity,
I am definitely more assertive, definitely I am more so at rest, at ease with my family.
That has really improved I can try to defuse a situation by speaking up and being more
confident with them. It’s good that my family can recognise the difference in me, and
they love the new me. My husband was a bit, because my mother passed a few weeks
ago, and he thought I might get sick mentally. But I keep saying to him I am fine I can
cope with her death. I am a bit flat of course, but not depression flat. It’s loss flat, you
know grief, not depression. Five years ago, I would have been messed I wouldn’t have
cope with her going, certainly not as well as I am coping. It feels good, I feel safer, I can
trust myself. I am more able to put into practice what I need, more in control of myself.
Camp has made me less suicidal, I used to have those thoughts, but it is so positive being
involved with the camp. It keeps me busy and occupied that I tend not to have those low
thoughts like I used to have when I felt all alone. I now belong to a community of people
who are working towards a worthy cause. I feel I belong to a good cause that helps me
and helps others…My mindset has completely changed. I am not just wanting to die all
the time. I want to help. I want to improve things. It’s completely different. I was just
living in a black hole before, and I couldn’t see. I couldn’t climb myself out. I am 100%
more positive now. (Sarah)

These words from Sarah illustrate her psychological growth and enhanced well-being
which she attributed to her regular involvement and contribution to an immersive TR
program.
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c) Sense of purpose
Having a sense of purpose was described by all participants as a positive benefit to their
mental health and self-worth. This element was related the element of Growth and the
increased self-confidence resulting from overcoming personal challenges and perceived
barriers. Additionally, a sense of meaningful purpose, enhanced intrinsic motivation and
strengthened self-determination to achieve personal goals were demonstrated. For
example, Phoenix, who had attended Recovery Camp for the first time, described a strong
determination to achieve her goal of climbing the wall. In the following quotation,
Phoenix outlined the process of her thinking to purposefully master this challenge. She
also described the external support and encouragement she received. As such, Phoenix
contemplated attempting canoeing when she attends the next camp as her next meaningful
goal:
I am more determined to achieve my goals. Like at the wall climb I had trouble on the
first go at the wall but then I stopped, pulled myself together, and got back on the wall
climb, and got further up to the top! You know how easy it would have been for me to
give up! But I took some time out to think about it and then I gave it another go. I was
really proud of myself for doing that, going back and achieving my goal…I went with the
flow, the energy there is to give things ago. And when it goes wrong, Stop and think, and
get back into the flow of things. Give it another go, and I did! I was determined! You
know even if I couldn’t do it, I wanted to give it go and ‘cause giving it a go is the main
thing. You know trying to achieve is much better than avoiding it. Not being afraid of
failing because I couldn’t fail! I was doing more than what I would normally do, so I was
winning really. That’s the main thing, just challenge myself as much as I can…I would
love to do canoeing next time! Yeah! (Phoenix)

Image: Recovery Camp
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Jo expressed a strong belief in the purpose of the Recovery Camp ethos and demonstrated
a sense of belonging and she felt united in a meaningful cause. This is demonstrated when
Jo stated:
I strongly believe Recovery Camp and the work we, volunteers, do make a difference. I
see in the way they are when they first come, shy and timid, then how they open up to us.
It’s very rewarding seeing them change in a positive way towards us. It just goes to show
one week of spending all the time with us makes a big difference! When they are on the
wards, at the emergency or medical wards, or whatever, they will act differently, in a
more positive and respectful way. That’s very rewarding to see that. I love speaking with
them and influencing them, making them see we are normal people, individuals with own
mental health stories…It’s my main purpose. We all feel like that, the other volunteers
who keep coming back…I am here for a bigger reason like I said to make a difference for
our future nursing workforce. It’s very empowering and proactive of us (laughs) and we
are united in this I believe! (Jo)

The participants who had returned to successive Recovery Camps said they had something
to look forward to and to plan toward. In the following illustration, Ally described her
participation at Recovery Camp as her “job” and expressed feelings of strong self-worth
when she stated:
So, what this year? It will be six times. That means I have something to look forward to,
and I do really get excited a month before camp. I have to get organised, get myself ready
and if you are doing that six times a year that means every couple of months I have
somewhere to go, some reason to go somewhere. It’s like my job now. I don’t get paid
but (laughs) but it is worth more than money. Going to camp. It’s given me a purpose, a
reason to look forward to doing something and it just gets better and better, you know. I
know I am helping others and I am worthwhile. I have a real purpose which means a lot
to me. It really does! (Ally)

Mick spoke about gaining confidence after experiencing a sense of achievement from
attempting many of the activities. Mick proudly reflects upon his achievements and is
motivated to overcome his barriers and attempt new activities in his “life at home”:
It has given me confidence to do things on my own now by reflecting on what I have
achieved here. I think about what I’ve done, what I’ve achieved here to use in my life at
home. Now I have to try to get out more by myself because it was me that was holding
me back. Instead of looking at negatives I now look at positives and get more ideas. The
camp gives me positivity now to do more things…Doing more will make me more
mentally healthier. Mind, spirit and soul. And I want that, yeah. I want to be comfortable
in myself. (smiles broadly) I am proud of myself for going to the camp. (Mick)
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Similarly, Adam spoke of the positive impact he experienced during Recovery Camp
through attempting the recreation activities. Adam explained a sense of purpose to lose
weight so that he could return and attempt the flying fox activity. Adam spoke of
increased motivation due to his sense of achievement and overcoming his personal
barriers. He described how his family and friends had noticed his mood lift and have a
renewed sense of purpose:
You know from the last camp to this camp I lost 5 kg to get on the flying fox. I set the
goal and I went home, and I did it! I lost 5 kgs so I could do it without the weight
restricting me. That was amazing…Yes, I felt very good, and I did it, and I couldn’t get
up there quick enough! I was disappointed I could not have a go last time, so I had this in
mind for months and, yeah, it was the best thing for me, it boosted my confidence no end.
I want to go back again. It’s good because it gives me something to think about and talk
about to my family and my friends. Share my sense of achievements, how good a week I
had and be more motivated to go back and try harder and overcome my challenges, my
fear and my weight. They noticed how good I feel I, much lighter and brighter I am!
(Adam)

Having a sense of purpose from their involvement with Recovery Camp was described by
participants as giving meaning and hope to their lives. The sense of hope is illustrated by
Venessa when she spoke about her depression and that being perceived as someone with
“value and strengths” during Recovery Camp motivated her to work on lifting her mood.
Venessa described how she looks forward to attending the camps and compared her
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participation in the wall climbing as connecting with a self-determination. For Venessa
overcoming the challenge of climbing the rock wall represented a deeper and special
meaning for her. Venessa continued to explain that Recovery Camp has been life changing
and now expressed a strong sense of purpose:
Like at the camp, I am seen as a person with value and strengths and that made me want
to get better, want to get out of the hole and come back and be with people who care about
me and respect me…Having a purpose really makes a difference, it gives me hope and
makes me want to overcome my difficulties, I want to live, and I want to contribute to
life. I still have the problems with my family but at least there is something I can look
forward to and latch on to, to help me feel less lonely and isolated. It gives me hope and
a reason to live. My fight for life. So, climbing the rock wall at Recovery Camp for the
first time challenged myself to see if I could get to the top. It had a lot of deeper meaning
for me than just climbing a wall. It was about my fight for survival. Can I do it and I did
do it! I’m a survivor. It’s connected with my fight, a deep personal connection yeah. I
didn’t think about it until afterwards, but it came to me and meant so much. Yeah, wanting
to live! Wanting to live!…It is life changing for me coming to camp…Even now life
changing, totally, something you would never think of, recreation and a camp, could do
that to me, but it did make such a huge difference to my point of view. I didn’t think
anything like this existed. Now I am part of it and am empowered. (Venessa)

Image: Recovery Camp

Enabling environment
The fourth theme of Enabling environment involves the manner in which Recovery
Camp was perceived by the participants to be purposely organised and structured to
enhance their well-being. All participants described numerous benefits from experiencing
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the relaxed and socially inclusive milieu at Recovery Camp. The organisation of Recovery
Camp was perceived to be structured to provide enjoyable and challenging recreation
activities. Additionally, participants described feeling psychological safe during Recovery
Camp. All participants’ descriptions related to the ethos of Recovery Camp enabling a
new sense of self-identity. The available opportunities for participants to act as educators
with a lived experience was perceived as providing meaningful social roles. Further to
this autonomy-supportive environment, participants described a special connection with
the nature-based setting. The four elements associated with the theme of Enabling
environment are discussed under the headings of a) Social immersion-inclusion; b) A safe
place; c) New sense of self-identity; and d) Connections with nature. Figure 18 illustrates
the elements identified relating to the theme of Enabling environment.

Enabling environment

Social
immersioninclusion

A safe place

New sense
of selfidentity

Connections
with nature

Figure 18: Elements linked with the theme of Enabling environment

a) Social immersion-inclusion
The first element of the theme Enabling environment was identified as Social immersioninclusion. The socially inclusive environment of Recovery Camp enabled the formation
of social connections between all attendees regardless of whether they had a mental illness
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or not. Recovery Camp was specifically structured and organised to facilitate an
immersive social milieu which created deep bonds of belonging and unity. All
participants described this phenomenon and used the words, or similar, to describe the
social environment as “like a family!” This enhanced sense of belonging to the ethos of
Recovery Camp was described as important and meaningful because participants openly
described contrasting experiences of loneliness in their everyday lives. For example,
Chris articulated the sense of belonging and reduced sense of loneliness when he
disclosed:
I was very lonely, I get very lonely…At camp there are a lot of friends, I’ve made a lot
of friends. People come up to me and say “Hi!” or “Good morning!” and talk to me. They
give me hugs. I have some really good friends from Outlook 22I see people at Outlook and
the people that went to camp have a special friendship. We tell the others to go. I would
have no friends if I didn’t go to Outlook and Recovery Camp. It’s true you know. We do
things together, go for coffee, do groups and go to camp together…It meant being cared
about, and having supportive friends, and having fun. I need to have fun and go out. I am
not alone, and it’s interesting and fun. I get bored and lonely on my own, so getting the
opportunity to go. I’d go every time to the camp if I could! I’ve been a few times now
and each one is better! They get better each time! (Chris)

Image: Recovery Camp

Reduced social isolation was described by participants during Recovery Camp. This
phenomenon held a special meaning for Neal who spoke of his severe shyness and his
experiences of social isolation whilst at his home. Neal described his attendance at

Outlook is the name of a local non-government organisation (NGO) which offers community-based
services for persons with mental illness. Many consumers were referred to Recovery Camp by Outlook.
22
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Recovery Camp as “one of the best times of my life” and attributed his positive experience
to social inclusion:
Well, my worker recommended that I should go. I don’t get out much and she thought it
would be good for me to get active and get out of the house. I looked at the website, and
read about Recovery Camp, and thought to myself, “Why not, I’ll go and see if I like it.”
Really glad I did because it was great! (pauses) Being out of the house was a very fearful
thing for me. Like I said, I don’t go out much…So, for me to leave my home for a week
was a big thing! Everyone was nice to me and very kind. I thought it was brilliant, one of
the best times of my life actually…Everyone was so friendly. It was like a family, one
big family. Better than family even. I felt I belonged and was accepted, you know for my
size and being ill, mentally ill. I am very shy as you know. I didn’t know what to say most
of the time, and I didn’t talk much, but the volunteers and the facilitators, the student
nurses always sat with me. Even if I didn’t talk or know what to say I felt their presence.
Them just sitting next to me and talking with me. (Neal)

The immersive nature of the psychosocial environment was articulated by Rowen who
expressed how the impact of five days and four nights worth of socially inclusive
activities affected him. Rowen continued to describe the immersive social inclusion and
expressed how Recovery Camp had a positive and “profound” impact on his mental
health. Rowen made a point to state his mental health had improved “without additional
stress or trauma adding to my existing trauma when he explained:
Well, that’s the overall thing about Recovery Camp. It wasn’t a one-off session, or a
workshop once a week that I would go to, or once a fortnight or even one hour a day and
then going back to my isolation or lonely existence at my house, it was the whole five
days and four nights! That had a profound effect on me. I would not normally surround
myself with so many people, that would be too confronting for me. I would become very
unwell with the thought of doing that. Before Recovery Camp that would seem
impossible. But at the Recovery Camp, people were so encouraging and supportive that
it felt like a wonderful place to immerse myself in. The activities and the social
engagement and the connections were made so easily, and the atmosphere was so positive
and joyous and nurturing. I would walk to the bathroom to have a shower and about 10
people would say “Good morning, hi how are you going? With a smile and a warmth that
was unfathomable. Not in my life have I experienced that sense of involvement or
compassion. It enveloped me in so many positive ways it’s almost difficult to describe,
but yes, it did have a profound effect on me and on my return. It’s what I needed to take
the next steps in my recovery process. I fully used the opportunity to do so, and I am truly
glad that I went. I have discovered a real and tangible way, a practical way, to improve
my mental health without additional stress or trauma adding to my existing trauma. Going
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to Recovery Camp has opened up my world and increased my trust in mental health
services (laughs). (Rowen)
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b) A safe place
The second element identified as belonging to the theme of Enabling environment was
A safe place. A strong sense of loyalty and trust was expressed as a result of the respectful
and psychologically safe milieu. The importance of a psychologically safe environment
was expressed by participants as pertinent because of their descriptions of past traumatic
experiences which contrasted with their descriptions of their Recovery Camp experience.
The words “safe” and “free” were attributed to their TR experience and the social milieu
during Recovery Camp. Laura expressed this when she shared:
Sharing who I am makes it feels a little better that I have something that I can help others
or that I can understand others who have gone through it too. Yeah, being open and it’s
about trust too. Trust and honesty. I actually didn’t feel vulnerable there for opening up.
I didn’t feel that for once. I was safe. In hospital I found it hard to feel safe enough to
share and trust. (Laura)

Image: Recovery Camp
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In the following illustration, Rowen frankly disclosed how he was traumatised by past
mental health care experiences at times when he was very distressed and in need of help.
Though this quotation is lengthy the intensity of his narrative warrant’s consideration to
gain an understanding on how people disengage from mental health services to the
detriment of their mental health. Indeed, Rowen’s words reflect similar accounts from
other participants who expressed a mistrust and a disconnection from mental health
services due to the perceived way they had been treated. During his interview, Rowen
chose to speak about a period of time when he was most unwell. He had experienced a
period of homelessness for a number of years and had disengaged with services. Rowen’s
account encapsulated the importance of a trauma-informed approach and creating a safe
place to build trust and strengthen the therapeutic alliance to foster mental health
recovery. His description of his past negative mental health care experiences was in stark
contrast to his perception of Recovery Camp. Rowen revealed a lack of trust with mental
health nurses prior to his experience of Recovery Camp. It is worth noting that during this
interview Rowen’s tone of voice was composed, regretful and well-articulated:
I have had some horrendous experiences of engaging with mental health nurses and
professionals in the past. Truly horrendous, that just added to my childhood trauma. It
caused me to retreat and having existing trust issues just led me to believe the world was
a place to avoid and not be part of. It added to my suicidal thoughts and isolated me into
a terrible existence, a lonely existence, apart from the world and people. I was very unwell
and very vulnerable. I went for help and the nightmare began…But I will never, never,
never tell community mental health nurses that I am suicidal. I will never do that again.
The way I was treated, escalated beyond my control, it was horrendous. I will never go
to a hospital ever again on my own volition. Never. The trauma of the ‘care’ I received,
and I use the term loosely, added to my mistrust of mental health services so much so I
avoided them and society for many years. Of course, I got sicker in the meantime. But I
have learnt to speak to people about any suicidal thinking outside of the system that is
meant to help! (laughs). (Rowen)

Rowen continued to describe his TR experience at Recovery Camp as having facilitated
his development of trust when he shared “You and the others being mental health nurses
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was vital to that development of trust.” He “saw another side to nurses, a human side”
and “stopped de-humanising the profession” and saw the nurses at Recovery Camp “as
fairly ordinary people doing extraordinary things”:
Going back to Recovery Camp, it was such a positive experience, huge for me, that I
rebuilt the trust. You and the others being mental health nurses was vital to that
development of trust…But I saw another side to nurses, a human side. You experience
fear and anxiety and are scared, I stopped de-humanising the profession and saw you as
fairly ordinary people doing extraordinary things. (Rowen)

Rowen further continued to discuss how his trust and optimism had grown from having
the opportunity to influence the nursing students’ perspectives and the “respectful” way
he had been treated and “earning” his trust through “outdoor rec.”:
Having the opportunity to have an impact on the nurses learning at the university also
built my faith in there being a more compassionate future nursing workforce. Because
they listened to me and they were so respectful and kind that led me to believe they will
not repeat the horrendous care I have witnessed and been subjected to. I learnt to trust
you at Recovery Camp and in this way, I have opened myself to up to trusting more mental
health workers in the community. Not hospital based but NGO 23 based. This is true and
resulted from you being trustworthy, earning my trust, in such a beautiful way through
outdoor rec (laughs). My gratitude for that is ever present. I so needed to witness that
sense of goodness being present in people, as human beings and equals. Thank you.
(Rowen)

Image: Recovery Camp

The socially inclusive and psychologically safe environment evoked a sense of

camaraderie and trust which was described as contagious. Phoenix illustrated this when
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she described having felt personally supported and cared about that she wanted to share
these positive experiences with others:
I feel like helping others because I feel that I am getting so much from being at the camp
myself that I want to spread it around. I feel grateful and happy, and I want to show them
I care about them. Because that’s what I feel, they care about me, how I’m doing,
respecting me and accepting me. Here I am safe and feel free…Sharing the compliments,
you know the support. It’s mutual, it’s good! Really good!! Because when people are
experiencing the same thing, and there is the trust, bonding and all that stuff, people are
doing that together, and talking together, connecting together, mingling together. It makes
the whole camp so much easier and more enjoyable. (Phoenix)

Image: Recovery Camp

c) New sense of self-identity
The Enabling environment enhanced the participants’ identity through adopting new
social roles. All participants identified a new sense of self from past self-stigmatised
perceptions of self. Many participants had adopted new perceptions of themselves
through undertaking the physically and challenging recreation activities. Imogen spoke
of rediscovering a more physically active and “meaningful” life with a “strong sense of
purpose.” Imogen stated she had “flourished at the camp.” She continued to describe
many self-care strategies that she now uses to enhance her psychological well-being and
mental health. Imogen exclaimed:
Yes! I have discovered a brilliant camp which suits me, and what I believe in, and gives
me a strong sense of purpose and meaning. My life feels more meaningful since going
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and my energy is more focussed. My self-confidence and self-esteem have been nurtured
and I flourished at the camp. I have rediscovered the outdoor life and getting back into
nature with camping, and, riding the bike again after so many years. I swim, do yoga and
mindfulness regularly. I have found a way to live my life without the excess of
medications, and take vitamins, and I look after myself. Who I am, my self-identity has
been strengthen! Yeah! I have discovered some lovely warm people, that’s been really
awesome, people who think like me and we are united in helping others, that’s pretty
f…amazing! (Imogen)

Connor also spoke of the positive impact participating at Recovery Camp had on his
identity and self-awareness. Connor reflected on his past perceptions of self. He explains
that before Recovery Camp he “pretended to be someone I thought they would like” to
gain approval from other people. Connor continued to state he thought people at Recovery
Camp would not like him and see him as “a bad person, a nothing, or boring.” Yet, as a
result of feeling “truly accepted and respected” during his Recovery Camp experience he
described his view of his identity became more positive when he said:
It was really important that other people like me. I needed their approval I suppose, and
I really believed that if anyone got to know who I was, really was, they would hate me,
or ignore me or not care about me. So, in a way I have been pretending to be someone. I
didn’t know who or what they would like, so I just pretended to be someone I thought
they would like. But going to the camp I was accepted for having the problems I have.
The other consumers were great too and they gave me support and helped me out. None
of them ran away or acted like I was a bad person, a nothing, or boring, so I felt truly
accepted and respected. That, actually, I am not that boring, my life is actually quite
interesting, and I am worthwhile human being. Who I am! My self-identity has changed
in a positive way. I am happy!…I learnt to trust more and that way I become me, free to
be me. Or to find the real me (laughs) without judgement, shame or pretending. Yeah, I
feel free now after camp. (Connor)

Image: Recovery Camp
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Participants freely shared they were less likely to be admitted to a mental health unit since
attending Recovery Camp. Sam also spoke of how his regular attendance at Recovery
Camp had improved his sense of overall health and well-being. He said the number of
admissions to mental health services had dropped to none “since the time I started” which
signified a more positive and hopeful sense of self:
I haven’t had an admission since the time I started Recovery Camp. So, I was averaging
an admission a year at least for the last seven years. Even more than that, two or three
admissions a year. But something about Recovery Camp has clicked in to make me feel
really positive about the future. Like I mean there is hope and other people have had a
similar situation. (Sam)

Sam explained how the structure and routine of the camp had helped him with managing
his mental illness and his physical well-being. He described a new sense of self which
moved away from an illness perspective to someone who is taking charge of his
symptoms and holistic health:
You can become very insular with your mental health and I’ve done that where I have
not participated in anything for weeks. When I am flat and when I am down, I don’t get
out of bed pretty much. I’m flat with that crippling depression that comes with bi-polar
and there’s no incentive to get up. For me there doesn’t appear to be any incentive to get
up and do anything. So, when you are at Recovery Camp there’s always something that
comes up and so it’s hard not to participate. You can’t just go and hide in your bedroom.
There’s always somewhere to be all day. The food, you need to eat on a certain time. All
that stuff is really important because when I am not well all that stuff goes out the window.
I don’t eat, I sleep really poorly. I don’t do any physical exercise, so it sort of all
compounds on itself and sits with itself pretty bad. But when you are at Recovery Camp,
you are doing the activities every day, you do sleep a lot better at night. And that’s a
lesson to learn and that’s a lesson to come away with from Recovery Camp and you think,
well if I am having problems sleeping maybe a bit of physical exercise might get me to
sleep at night. So, walking becomes important and getting out in the sun becomes
important. Those basic sort of things. Personal hygiene has to be done. Eating good food
needs to be done. Looking back at Recovery Camp and learning that you can do activities
when you are not travelling really well. You do eat regularly. For me, my blood sugar is
really stable when I am at Recovery Camp because of the food; the frequency and all
that’s been really positive. (Sam)
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Chris also spoke of the benefits of having a routine and eating healthy and regular meals.
He described a move away from a passive illness identity to someone who is “well”.
Chris expressed a renewed identity when he said:
The food is great and lots of it! But healthy, salads and stuff and I have lost weight since
going to camp. I gave up coke at camp because there wasn't any! and I have given that up
now. It very expensive, I would drink 2 litres a day and my teeth were bad too! I went
cold turkey at camp and now I drink water all the time. That was really good for me. Not
drinking coke anymore! I haven’t gone back to the hospital or the sub-acute for a long
time. Since first going to camp nine months ago I haven’t gone back to any hospital. Isn’t
that great! I have stayed out of hospital. I have been really unwell but now I am well. The
voices have gone. I don’t hear them anymore. I am well now, I have a job and I get up
every morning, don’t sleep in and am more organised and go out with friends. I am getting
better and better. It’s really good! (Chris)

Image: Recovery Camp

Rory who identifies as an Indigenous Australian spoke of the positive impact on his
identity when he was asked for the “first time in my life” to make the spiritual and cultural
traditional Welcome to Country 24. Rory talked about feeling “very proud” and that he felt
a sense of belonging because he made an important contribution to Recovery Camp. Rory
explained:
It makes me feel very proud, that is the only word that comes to mind. Yeah! Proud
because nobody else can do it and it means a lot to me that they asked me, to be asked, I
thought “What! Amazing!” Built my confidence even though I was nervous. It has been
‘Welcome to country’ is the respectful acknowledgement of the local Aboriginal people or the Torres
Strait Islander people as the traditional custodians of Australian land.
24
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one big roller coaster of achievements for me coming to camp. After the first time I
Welcomed to Country, it made me feel appreciated you know, valued. It’s my
contribution in a way to the camp and an important contribution. I think it made an impact.
Being asked to Welcome to Country, for the first time in my life connected me to my
Aboriginal culture, my people, my land and my spirituality. It made me so very proud!
(Rory)

Rory continued to speak of the long period of time it took for him to gain the selfawareness when he said, “It took me close to twenty years to finally figure out who I am,
and camp helped me in that way.” Rory stated a renewed identity when he exclaimed:
I come from a background with a lot of lived experience, I have learnt so much and I’ve
seen things that a lot of people shouldn’t have to, and I’ve done things a lot of people
shouldn’t have to. That is my learnt experience, that is my life, my identity and who I am!
You don’t discover yourself overnight. It takes a lot of years. It took me close to twenty
years to finally figure out who I am, and camp helped me in that way. I keep saying this
now! I am not a diagnosis! I am a person first. My name reflects on who I am, and my
life reflects what I’ve done. I am human first, what I have travelled and what I have seen.
(Rory)

Participants spoke of adopting new social roles such as being leaders of the group
activities. Harry spoke of seeing himself as a leader when he took on the role of
facilitating qigong. Harry said:
I ran the qigong group. It makes me feel worthy inside, my self-worth benefits and there’s
a collective benefit. So even though I have missed out a lot, which isn’t really my fault,
it was circumstance, you know, my life and my childhood, and trauma and illness, and
all that. I know that I was always been someone who would have benefitted others. If I
was allowed to live a life! So, when I get the rare opportunity, like at the camp, I really
want to give and contribute. (Harry)

Sarah also spoke of her leadership skills where she regularly leads the art and craft group
at Recovery Camp with another person with a lived experience. Sarah identified her craft
skills as a strength when she stated that it’s, “something I can do well.” She spoke of how
much that meant to her to see the joy of others learning from her skills. Sarah explained
how her initial anxiety about leading the large group dissipated when she took on the lead
as the craft expert:
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I love running the group, I did it first before Christmas and the groups were about
something I can do well, crafts. I taught them how to make Christmas decorations. I was
absolutely terrified before the camp whether I was going to do it right! How many would
come because it was a big camp! But the joy (smiling broadly) I seen on people’s faces
was unbelievable. The guys, the men, some of the work they did in making their
decorations was absolutely exceptional. I taught them how to use face washers as
Christmas wreaths and they made presents to take home with them. They did such a good
job. I know they enjoyed it and took pride in making the decorations. It was lovely for
me to show them something I enjoy and watching them be so happy about learning
something I am good at! It was very satisfying! It meant so much to me. (Laughs)…I
didn’t get time to get scared because I was running from table to table…I was very
occupied, and my nerves went. I just relaxed and got on with it! (Sarah)

Image: Recovery Camp

Similarly, participants who regularly attend Recovery Camp perceived their role during
the camp as their job. Ally explained that leading the trivia night quiz gave her a sense of
purpose prior to and during her involvement with Recovery Camp. Ally continued to state
seeing her role as “worthwhile” and that she feels “important having a job at the camp”.
Ally expressed enhanced self-confidence having received many compliments as a direct
result of her role as a group activity leader. Ally expanded upon her role by referring to a
core group of persons with mental illness who regularly return “to help out” and be part
of the “team that runs” Recovery Camp. This form of team collaboration and cofacilitation acknowledged and utilised the strengths of persons with a mental illness and
is demonstrated when Ally described:
Because it gives me something to do at the camp and something to look forward at home
before the camp. I see that it is worthwhile, everyone likes it. The students and volunteers
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come up to me afterwards and say how good it was. How much they enjoyed it, and they
give me compliments. It makes me feel worthwhile and good inside. My confidence I
suppose, I feel important having a job at the camp. Other volunteers help and they do
other groups which is really good. Now that after a few years we, the ones that come
back, are doing more and more at the camp to help out. We are doing more and being
more of the team that runs it. I do it because the camp was really good for me when I first
started, and I wanted to give back something. I wanted to run a group and I felt great
doing it. So, I come back to help out. I think it makes a difference to the nurses to see us
running groups like the trivia the art and crafts and the qigong. They see we have skills
too! You know, our strengths! (Ally)

d) Connections with nature
The fourth element identified as belonging to the theme of Enabling environment was
Connections with nature. This element represented a special relationship between the
participant and the psychosocial benefits of the nature-based ecological setting.
Participants’ descriptions of their connectedness with nature comprised of an appreciation
of the restorative qualities experienced in natural surroundings. The words used by
participants reflected these restorative qualities such as “mindfulness”; “calmness”;
“vitality”; “feeling free” and “feeling alive.”

Many participants identified specific locations at the camp that evoked a sense of pleasure
and psychological well-being. Walking by the river, orienteering, climbing trees,
swimming in the river, and sitting by the campfire were some of the specific locations
named. Mary spoke of her appreciation of the nature-based setting when she said: “The
river walks were lovely too. I go for bush walks at home and walks to the beach which
calms me. It’s my mindfulness.”

Cherise described her connections with nature as a balanced experience when she spoke
about the art group which occurred by the river and her sense of serenity, reflection and
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a “gentle space” for the group and then the exhilaration of the flying fox and seeing the
treetops flying high:
A beautiful river to go down that is so serene. I really enjoyed going down and sketching
there by the water. It was so peaceful. Everybody felt that energy and it came over
everyone. I could see that people were doing what seemed to me just gentle reflection.
And sitting in that gentle lovely space. Internal and external space. It is a very safe space
with the positive and respectful atmosphere. We all need time out for that, gentle
reflection and the river set the scene, allowed it to happen like a stage, a backdrop. It was
a balance to the exhilaration of the flying fox and seeing the treetops flying high and then
the serenity of the river flowing gently. A nice balance. Balance is important to me.
(Cherise)

Image: Recovery Camp

The campfire was also named as place for reflection and sharing insight with others.
Sitting around the campfire was described by Sam as a place of “camaraderie” where
honest discussions occurred with peers:
Recovery Camp at Yarramundi has a fire, as you know, and when you get a bunch of
people with mental illness around a campfire, boy, some of the conversations that come
out are just outstanding…amazing! Things that you laugh about and compare notes about.
They are probably the times that the nurses need to be a fly on the wall (laughs). Because
there is a lot of honesty there and there’s a lot of …It’s camaraderie. (Sam)

Laura reminisced about the humorous occasions at the campfire which still evoked
cheerful memories and those which “lifts my mood.” The campfire was viewed as a
comfortable, joyful, and safe place where everyone shared their successes and
achievements of their day and the week in a light-hearted manner:
The memories of the fun times cheer me up. Lifts my mood. The funny things that
happened. We were all so comfortable together and laughed together…We felt so
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comfortable together to be silly and laugh. Not so serious…That night was good just
sitting around the fire. It was really relaxing and touching. It was nice to hear people talk
about they had got out of camp. It was about sharing our successes and our achievements
and thoughts. Seeing people being really happy and full of joy. Good to see how happy
people were because it is hard to live with such a serious mental health. We all need to
have fun and be lighter not heavier. It really proved that night at the fire that it is a good
thing that is happening at camp. Everyone was really happy to be there and do all the
work and activities. I was grateful to be there…This has never happened before this level
of talking deeply. Even at groups we do the groups at the NGO and then go. We never
talk openly about our illness or hang out socially. But that may change now. In hospital
everyone is very unwell, and conversations don’t happen or make sense. The good thing
about camp is that everyone is pretty well, and it is a good time to talk. It was very levelheaded conversations. And I knew we were all speaking the truth and being honest. That
was different in any other situations I have been in either. This honesty builds my
confidence as well, so I am really grateful to have had fun and done some serious work
at the same time. (Laura)

Laura shared that she has become more physically active since attending Recovery Camp
from the pleasure derived from increasing her level of recreational and physical activity.
Laura described some of the new nature-based activities she has undertaken since
Recovery Camp:
I now take big walks, you know 19ks, not just little walks. That’s new for me…I have
definitely been more active. I have been more physically active. I go swimming, but not
in winter as the pool is so expensive often, but when the weather is warmer, I go to the
beach and swim. But I go for walks every day now. I have a few big walks since the
camp. I just did a 19k walk. I like to go into nature and do it…Being active makes me
realise that I want to be healthy and able to be able to do these things when they come up.
Like when the opportunities come up. Being out in the outdoors makes me feel alive. The
camp was heaps good because it was a beautiful place in the natural setting. And that was
inspired by the orienteering because it made me look for something and take notice of my
environment. I got to look at everything around me. It was mindfulness, I suppose, and
grounded me. It is really important being in open spaces because it helps me open up my
mind as well. Not to be so congested with my thoughts. Being in nature, open spaces. It’s
lovely and distracts me…It’s about where you are and how that influences how you think
and feel. Who you are? I am not always in such a beautiful place which is why I go for
walks to put myself in a beautiful place. It’s about being open and using the nature too.
Like the different activities are about being on trees, using nature, really using the space
to be well. (Laura)
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Rowen also spoke of discovering the psychosocial benefits from undertaking tai chi in an
outdoor setting. He used the words “mindfulness” and “grounding” to express the connection
with his “inner physicality” and his “inner world.” Rowen had not participated in tai chi prior to
Recovery Camp, and he articulated how participation in the group exercises conducted daily
developed his mastery over the five days:
It is about the mindfulness, getting in touch with your inner physicality, my inner world
in a physical way. I found that very, very grounding. I was connected to the master 25
through listening and watching the moves, and then I had to listen to my inner world to
conduct the movements, to copy what the master was doing. Also connect with the others
like we were a sea of bodies moving together, in synchronisation. At first, we were all
over the place, not in unison but over the days we united and there an amazing energy as
we all moved together…Doing tai chi outside really helped that feeling of being one with
nature. We were moving against the backdrop of a bush setting and that really added to
the feeling being grounded, being part of something bigger in the universe. It was
something very special and I felt a great respect towards nature, I felt energised and alive
and part of the organism of the earth. Wow! It was truly an outstanding experience! And
you wouldn’t get that anywhere else. Or I wouldn’t have, I haven’t got the opportunity to
do that with so many willing people in a place so beautiful…It was very nurturing for me
and I am determined to find a tai chi class or group. One that does it outside because
being outside its great mindfulness and a great way to distract myself and become
grounded to something bigger than myself. Great for my anxiety (Rowen)

Similarly, Rory expressed a deep connection with nature which he now appreciates since
his involvement with Recovery Camp. For Rory, the connection with nature (country)

The master was the term used to denote the group leader who was an expert and was considered a ‘master’
in the art of tai chi.
25
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held a special cultural and spiritual meaning that enhanced his sense of self-identity and
pride as an Indigenous Australian:
I find I am more connected to nature than what I was 8 or 9 years ago. I didn’t think twice
about what nature means until I started coming to these camps and seeing possums and
seeing birds, trap door spiders, snakes, the lizard the other day. I have the knowledge of
the land but didn’t appreciate it. Now I look with different eyes and it surprises me how
I do know what was passed down to me. It is just seeing nature in action, waking up every
morning and really hearing the birds, not ignoring them, it’s vibrant and in your face so
to speak. Watching the sunrise and watching the sunset in the afternoon there’s nothing
like it. It’s brilliant…From a spiritual point of view, it runs deeps, and it gets me
connected more to nature. My people are from the land and it makes me proud. In order
to have a connected life you have to have a profound respect for the land. So, I feel 100%
connected to the camp because it has got me back into nature and my people’s connection.
My cultural connection through the land. For me that is what connection is, spiritual.
(Rory)

Meaningful connections
Meaningful connections comprised of four distinct yet interrelated themes which reflect
the psychosocial, physical, and environmental benefits perceived to be meaningful to the
study participants. The deep sense of empowerment, psychological and social
connections were expressed by all participants. The participants were eloquent,
enthusiastic, and proud in their descriptions of their Recovery Camp experiences. The
positive benefits consisted of similar themes, yet each benefit was experienced by each
individual as uniquely felt as having a special meaning to themselves. Figure 19 is a
reminder of the interrelationship of the core essence of meaning and the related themes.

204

Connections
with nursing
students

Mentoring
connections

Meaningful
connections

Connections
with myself

Enabling environment

Figure 19: Core essence of meaning and related themes
The overall positive perception of the core essence of meaning, Meaningful connections,
which were formed from regularly participating in Recovery Camp is expressed by Rory.
He expressed a sense of deep meaningful connectedness with himself in relation to the
element Growth: “understanding myself more deeply…grow as a person.” He also
articulated a deeper connectedness with others when he shared that he was “more
understanding of others.” Rory’s narrative illuminates the theme of an Enabling
environment when he expressed relief for how much he has gained from regular
attendance. He also expressed empowerment and an increased awareness of self-agency
in relation to his mental health recovery. Importantly, Rory described a hopeful and
optimistic future and attributed his regular attendance at the various Recovery Camps as
a deeply beneficial support to his mental health when he concluded:
Recovery Camp has made me into a better person, understanding myself more deeply and
more understanding of others. I know more and learn more, and this experience is
empowering. I can apply this experience to my life. The experiences I had at this camp
has been absolutely fantastic and made me grow as a person. I cannot recommend it
highly. I would not change a thing about Recovery Camp! It is all brilliant! I have done
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so much, and I learnt so much and I love getting out of my comfort zone. I am just glad
it operates because, to be honest, without it I would be in an acute ward because it gives
me so much that I take away that it keeps me going on a healthy path until the next camp.
Without it I would sink and fall through the cracks until I ‘cracked’, you know what I
mean! Before going to Recovery Camp yeah, I was heading no-where fast and going
down-hill. It was just what I needed to turn myself around. I know that of the others too!
They really appreciate the camp. (Rory)

The following quotation by Rowen also illustrates the core essence of meaning,
Meaningful connections and the overall benefit to mental health of participating at
Recovery Camp. Rowen describes many of the elements and themes relating to
Meaningful connections. Rowen’s narrative account is that his experience of Recovery
Camp came during an important junction in his mental health journey and his expressed
need for his voice to be heard. Hence, the content of Rowen’s interview reflected the
importance of interventions reaching out to people who experience serious mental illness
to reduce their psychological distress and loneliness. His words are also relevant and
powerful because six of out of the 25 participants had also experienced a period of
homelessness and more than half had disengaged from mental health services in their past
as well as a number of other consumers who did not participant in the study. For Rowen,
the TR experience at Recovery Camp was well timed at point in his life when he was open
for new experiences which is evident when he disclosed that he had “yearned for and was
hungry for positive interaction.” Rowen’s narrative encompassed the core essence of
meaning of Meaningful connections formed at Recovery Camp whereby he “blossomed”
and it “filled an empty hole.” Rowen described the deep connectedness he experienced in
“that atmosphere of acceptance”. In the safe psychological environment, Rowen
described becoming open to listen and learn from others. He spoke of the benefit from
forming the social connections with peers and experienced personal psychological growth
from the mentorship:
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I have been so, so ill in the past, I have lived on the streets, and I lived in a cave at a time
when I believed the world around me was a danger to me. To escape the trappings of
society. I was afraid of the world and my thinking was very sick at that time. But I did to
it survive at that time. My soul was deeply damaged, and I thought the world and the
people in it was to something to avoid, to be safe I isolated myself totally. Yet at Recovery
Camp, it was the complete opposite I yearned for, and I was hungry for the positive
interaction, so it was a complete joy to be accepted and respected for being me. I
blossomed in that atmosphere of acceptance and internally it filled a large empty hole.
Also, the people, the consumers and nurses and YMCA and the facilitators were
interesting people. It was very good for me to listen and learn. I learnt so much from
talking with consumers, sharing advice, peers supporting each other. I had so many
interesting conversations that I wasn’t bored in their company. Some really deep and
meaningful conversations and lightweight ones as well. The humour was present, and I
laughed so much my sides hurt at times. I was smiling on the inside as well as on the
outside…So, the immersion of people interacting so positively and respectfully, and the
activities, and the routine of being here or attending this and that, led to an overall
experience of change. Chiefly, it felt a natural part of being at the camp, changing and
immersing ourselves in new experiences. It was sublime! (Rowen)
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Chapter summary
This chapter presented the findings drawn from the interpretative phenomenological
analysis of the 25 narratives from the participants of the study. In this regard, the core
essence of meaning of Meaningful connections and the four interrelated themes were
identified. These themes are a) Connections with nursing students; b) Mentoring
connections; c) Connections with myself; and d) Enabling environment. Throughout
this chapter quotations from the transcribed verbatim narrative data have been used to
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illustrate and represent the participants’ unique voice and validate the analysed findings.
The next chapter will discuss these findings in greater depth in conjunction with the
existing literature on the benefits of TR for persons living with mental illness.

208

CHAPTER SIX
DISCUSSION
Introduction
This chapter examines the findings derived from the interpretative phenomenological
analysis of the participants’ narratives in the context of the existing literature on TR and
that of personal mental health recovery. The aim of the study was to:
•

Explore how persons with a lived experience realise their recovery through
the use of therapeutic recreation (TR).

This aim was achieved by gaining a deep understanding of the core essence of meaning
which emerged as Meaningful connections. The word meaningful is a psychological
process to find meaning or to make sense of an experience and the sense of purpose
experienced individually, or collectively, in relation to one’s own life. The word
connections refer to the relationships and the special bonds created through the interaction
or engagement in a holistic context. Examples of Meaningful connections experienced
during and following Recovery Camp were the social interaction with others; discovering
and gaining an awareness of one’s psychological strengths and attributes; a connectedness
with nature, culture and spirituality; the purposeful adoption of new social roles and
forming new social networks. Forming these types of connections created meaning for
the participants and resulted in personal growth and individual flourishing and was often
experienced as a collective group who were united in their involvement in purposeful
activities.

This chapter presents an in-depth discussion of the types of Meaningful connections
under the headings of the four identified themes. These headings are: 1) Connections
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with nursing students; 2) Mentoring connections; 3) Connections with myself; and 4)
Enabling environment. Throughout Chapter Five, participant’s voice shaped the findings
and were strongly represented to illustrate the elements, themes, and the core essence of
meaning. Analysis of the findings will include drawing from the theoretical concepts of
Leisure-induced Meaningful Engagement with Life by Iwasaki et al. (2018).

The conceptual framework by Iwasaki et al. (2018) concerns how freely chosen
participation in leisure pursuits and/or recreation activities can enrich personal
satisfaction and experience a purposely meaningful life. These eudaimonic psychological
benefits are purported to be embedded within the notions of personal mental health
recovery (Glover 2012; Leamy et al. 2011). The framework by Iwasaki et al. (2018) is
further explained in the section preceding the discussion of the elements and themes.
Additional literature on recovery and TR are also discussed to substantiate the positive
benefits to mental health that were experienced by participants. For ease of reading the
terms TR or recreation are used to refer to the broad context of leisure pursuits and/or
recreation activities.

The framework of Leisure-induced Meaningful Engagement with Life
The existing literature by Iwasaki et al. (2018) proposes a theoretical and holistically
based conceptual framework, built over a number of years, from which meaningful
engagement can be achieved for persons with mental illness through the use of TR.
Iwasaki et al. (2018) integrated existing knowledge drawn from positive psychology,
leisure studies, TR and personal mental health recovery literature, to form a
comprehensive foundational understanding of how recreation pursuits enhance
engagement and meaning-making. A previous research study reported by Iwasaki,
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Messina, Shank and Coyle (2015) created the qualitative evidence-base to inform the
framework. In 2008, the study by Iwasaki et al. demonstrated that participation in
recreation can facilitate mental health recovery using a holistic approach. This work was
further refined by Iwasaki et al. (2018); whereby five key themes were identified specific
to the use of recreation that contribute to meaningful engagement and experiencing a
satisfying and meaningful life. The five constructs (first introduced in Chapter Three) are:
1) a joyful life; 2) a connected life; 3) a discovered life; 4) a composed life; and 5) an
empowered life.
1. A joyful life relates in part to subjective well-being and the savouring of
positive emotions. Engagement in activities and meaning making also
contribute to a sense of eudaimonic well-being and promoting a joyful
existence.
2. A connected life refers to holistic well-being and promoting a life of meaning
through connectedness with aspects of social, community, culture, spirituality,
and engagement with the environment.
3. A discovered life concerns self-discovery; self-awareness and learning. A life
of meaning is promoted through discovering one’s strengths and positive
attributes.
4. A composed life relates to a sense of control, self-possession, and capability
to respond to situations that life presents. The promotion of decision-making
and autonomy also contributes to a life of meaning and positive engagement.
5. An empowered life is linked to the promotion of a sense of emancipation and
liberation resulting from being self-determined, autonomous, resilient, and
having the capacity to cope in helpful ways in response to the stressors of life.
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Meaningful
engagement

a joyful life
a connected life
a discovered life
a composed life
an empowered life
Figure 20: Leisure-induced Meaningful Engagement with Life

Figure 20 is a reminder of the framework by Iwasaki et al. (2018) and includes the five
constructs. The framework is well suited to the context of Recovery Camp which employs
TR with the aim to enhance eudaimonic and subjective well-being for persons with a lived
experience of mental illness in relation to their personal mental health recovery (Moxham
et al. 2017). Iwasaki (2008) claimed that by actively engaging in recreation activities
individuals can simultaneously experience benefits through two broad mediators. The
first provides a restorative health benefit through an improved capability for stress coping
to reduce personal suffering. The second is through ameliorating life satisfaction and
finding deeper meaning through experiencing positive emotions, enhanced identity,
strengths, resiliency, connectedness, personal growth, and harmony.

Iwasaki et al. (2018) discusses the interrelationship of the five themes of meaningful
engagement and how individuals can experience multiple meanings concurrently. The
notion of experiencing numerous restorative benefits whilst simultaneously building upon
positive strengths and enhancing personal psychological growth is evident from the
findings of this study. Furthermore, participants described concurrently experiencing
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multiple meanings from their involvement during Recovery Camp. Examples of
experiencing hope, joy, empowerment and overcoming personal limitations and
challenges were described on numerous occasions alongside feelings of reduced isolation,
connectedness, and flourishing. These will now be discussed in detail.

Connections with nursing students
The first theme, Connections with nursing students, relates to the social interaction that
developed between the lived experience participants and the undergraduate nursing
students. The three elements informing this theme are: a) To be heard; b) Tell it like it is
and, c) Addressing the power imbalance. The underlying motivational intent of these
interactions were threefold. Firstly, to have the opportunity to be listened to and be
believed. Secondly, to be able to speak honestly from their perspective without judgement
or stigma associated with sharing their lived experience. Thirdly, was being treated as
equal during social interactions with the nursing students and feeling empowered and not
disempowered. These three elements as described by participants represented for them,
enhanced social connectedness, trust, and empowerment.

The context of using TR to promote social connections is well supported (see for example:
Fenton et al. (2017); Lamont et al. (2017); Mason and Holt (2012)) and was explored in
Chapter Three. Findings from this study offer additional understanding and knowledge
on the type of social connection, demonstrated by participants speaking about adopting
the role of educators, who shared insights of their lived experience with undergraduate
nursing students, during the TR program.
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Several studies report the positive impact from the interaction between undergraduate
health students and persons with a lived experience (Kraus & Moran 2019; Lesser &
Paleo 2016). However, these studies reflect the students’ perspective rather than the first
voice perspective of persons with a lived experience and occur in traditional academic
settings. One such study by Lesser and Paleo (2016) reported on how listening to persons
with mental illness had a profound impact for nursing students and deepened their
understanding on the importance of forming person-centred and recovery-oriented
relationships. Similarly, the study by Kraus and Moran (2019) suggests social work
students were better prepared to work collaboratively as a result of empathetic listening
to the first voice perspective. The benefits for students of enhancing their professional
development are clearly demonstrated in these aforementioned studies.

An extensive search of the existing literature revealed very few studies that had examined
the benefits from the perspective of consumer educators in academic and non-traditional
academic settings. One exception is the study by Meehan and Glover (2007) that reported
on the perceptions of 11 consumer educators. The authors claimed the educators felt
empowered to be asked to share their lived experiences and were highly motivated to
offer valuable insights to post graduate mental health students. However, a number of
perceived barriers were identified by the consumer educators. Some of these are relevant
to the current study and are discussed later in this chapter under the headings of the
elements, To be heard and Addressing the power imbalance.

The insight from participants in this present study and the findings by Meehan and Glover
(2007) indicate that the benefits of empowerment, motivation and enhanced
psychological well-being, can be gained for persons with a mental illness from their
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interactions with undergraduate nursing students. This PhD study adds to this knowledge
and provides deeper insights based on the first voice perspective of the type of
connections formed during the immersive TR program. Sharing insights to make a
difference to the learning of the nursing students held great meaning to the participants.
The immersive and socially inclusive setting enabled this to occur frequently and
authentically. These particular aspects are now explored in depth.

a) To be heard
Most participants described the importance of having the opportunity to speak about their
lives and what it means to have a mental illness. Nursing students were described as
respectful, open, and willing to listen. It is widely supported in the literature that these
qualities are vital when forming therapeutic relationships and forming collaborative
alliances between persons with lived experiences and mental health professionals (Frost
et al. 2017; Harris & Panozzo 2019). The study by Lesser and Paleo (2016) asserted
mental health professionals can form strong person-centred and recovery-oriented
relationships when the needs, values and choices of persons with a lived experience are
respected and validated. In the current study, the connection between participants and
nursing students was strengthened as a result of the validating experience of being heard
and being believed. The words “connections” and “connectedness” were used by
participants to describe the meaningful engagement that took place as a result of being
listened to and of the mutual respect that developed.
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Therapeutic recreation provided the context, during Recovery Camp, which increased the
number of opportunities for social interaction to form connections that were perceived as
meaningful. The presence of the nursing students who were willing to actively listen
further increased these opportunities for meaningful engagement to occur. Adam
demonstrated meaningful connectedness when he shared how a non-critical and
respectful approach from the students had enabled him “to now talk about my things that
have impacted in my life.” He further explained that this sense of “strong connections”
enabled him to feel comfortable enough to share his feelings. Adam used the example of
how difficult it has been in the past for him to share his feelings when he stated, “I kept
it all inside of me.”

The element To be heard relates to enhanced autonomy and authenticity for participants
resulting from conversations where their views were respected and believed. Iwasaki et
al. (2018) asserts that being autonomous and feeling in control of one’s life is a core
function of living a life of composure. Autonomy can be also referred to as selfgovernment, self-direction, self-determination, self-possession and self-agency (Byrne et
al. 2018). Being autonomous is purported to be a non-negotiable and vital tenet of the
recovery-oriented approach (Byrne et al. 2019). According to Drake et al. (2010) and also
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Glover (2012), for an individual to fully realise recovery and build upon their strengths
they must be able to direct their own recovery journey and live by their own terms. In this
regard, the theme of a composed life by Iwasaki et al. (2018) is indicative of a life that is
in control, self-possessed, and self-contained through self-determined decision making.
The concept of composure is described by both Adam and Connor when they explained
they could choose the topic and depth of conversations, and with whom, whilst interacting
with the students during Recovery Camp. The notion of having control and choice on
what and when to disclose when sharing for therapeutic gain, contrasted one of the
barriers identified by Meehan and Glover (2007). Their study reported a barrier to
engagement between consumer educators and mental health postgraduate students to be
that of voyeurism. This was perceived by the consumer educators when the students
dominated the educational session and tried to diagnose the educators’ illness and provide
solutions to their mental health issues. This highlights the need for unconditional
acceptance when listening, to enable autonomy and enhance composure. The participants
of this PhD study acted autonomously by choosing the extent of their sharing without the
consequences of being diagnosed or ‘fixed’. Indeed, ample opportunities to interact with
the students increased the choice and number of persons who were willing to listen
unconditionally. As Connor explained:
It was great and has made a big difference to me now. I also think because there were so
many students to talk to, I didn’t have to rely on one person. (Connor)

The use of TR activities also improved opportunities for autonomous decision making
and self-determination when interacting with others (Moxham et al. 2017; Perlman et al.
2018; Taylor et al. 2017). Yet, some participants stated this opportunity is not always
available in other many mental health settings. Le Boutillier et al. (2015) suggest that in
some mental health settings competing priorities exist when a predominately bio-medical
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model influences mental health care. These differing views can cause a lack of
understanding of implementing recovery-oriented principles, such as enhancing
autonomy, into practice (Le Boutillier et al. 2015). Additionally, the recovery-oriented
view that persons with mental illness should exert autonomy is not often perceived as
relevant by the general population. A study by Byrne et al. (2018) examined a random
sample of 1217 adults regarding their awareness of the underpinning principles of the
recovery-oriented approach influencing treatment. Findings revealed the majority of
respondents favoured progressive treatment options that were congruent with the
recovery-oriented approach. For example, social inclusion and supporting persons with a
lived experience to gain hope and find meaning in their lives. However, only just over
one third of the respondents believed that long-term management should be autonomous
and self-determined, with the majority of responses preferring direction from medical
professionals. This finding suggests the community has an incomplete understanding of
personal mental health recovery.

Byrne et al. (2018), Marklund et al. (2019) and Iwasaki et al. (2018) assert that recovery
without exercising autonomy and self-direction, over the long-term, and being in control
over one’s life, would lack meaning and is ultimately disempowering. Hence, mental
health settings which espouse recovery-oriented practice must advance this notion further
to include opportunities to enhance autonomy for individuals to live a composed and
empowered life.

Current studies relating to TR by Patterson et al. (2016); Perlman et al. (2018) and Taylor
et al. (2017) substantiate the view proposed by Iwasaki et al. (2018) in that TR provides
a tangible means of facilitating autonomy and self-determination to enhance mental
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health recovery. Recreation activities provide less restrictive expectations than those that
exist in other domains of living, such as work or education. This aspect enables
individuals to exert, with increased ease, greater control and autonomy through the choice
of activities and the choice of social interactions (Iwasaki et al. 2018). In this regard,
participation in the TR activities at Recovery Camp were freely chosen. Choice of
activities combined with the ample opportunities to form respectful social connections
with the nursing students, greatly enhanced autonomy, and empowerment. Connor
demonstrated autonomy when he spoke of his decision to see a psychologist following
Recovery Camp. Connor’s psychological help seeking following Recovery Camp was a
result of the validating experience of unconditional listening and authentic engagement.
The study by Lloyd and Carson (2011) identified how emancipatory interrelationship
practices of compassion, equality and collaboration leads to authentic and honest
engagement. Iwasaki et al. (2018) recognised that the psychological benefit of authentic
engagement can be a liberating and empowering experience. The following narrative
reflects an increased self-awareness and self-restoration, which Iwasaki et al. (2018)
affirms to be some key functions of recreation for surmounting negative life events to
maintain a more controlled and meaningful life.
It really does help me! I felt, and I really mean this, that being at the camp with all those
people interested in me, my life, my story and liking me so much that I could be myself.
(Connor)

Iwasaki et al. (2018) describes how TR provides the context for finding meaning through
flexible and liberating opportunities and informs the theme of an empowered life. The
emancipating effect of exercising autonomy is empowering. Indeed, Glover (2012), a
person with lived experience, proposed that an important psychological benefit from
experiencing control over one’s life, is the transformative effect for persons who often do
not feel in control of their mental health issues. In this regard, it is empowering.
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Empowerment was also evident from the findings of the element To be heard and can be
mapped to Iwasaki et al. (2018) theme of an empowered life. For example, the benefit to
Adam’s mental health was revealed when he used the words “I feel lighter in my mood.”
Adam’s contrasting account of his past difficulty talking to mental health professionals
portrays a perception of being unheard and a sense of disconnection. His capability during
Recovery Camp to talk about the things he wanted to talk about, suggested an unmet need
that was fulfilled during his TR experience.

Empowerment was also illustrated from the findings of the element To be heard in the
quotation of Grace. Participants described a strong motivation to share their perspective
and expertise into what is like to have a mental illness to positively influence the students’
insight and knowledge. The participants were acutely aware that the power of their voice
could influence the students’ perspective for the purpose of improving person-centred
practice of the future professional nursing workforce. A core strategy of TR initiatives is
to foster meaning for oneself as well as having the altruistic purpose to make a difference
for others (Hood & Carruthers 2016a; Iwasaki et al. 2018).

Iwasaki et al. (2018) described the transformative effect of living an empowerment life
and the positive impact it has on the realisation of mental health recovery. This positive
state is emulated by Grace’s words on how Recovery Camp enabled her to share her
expertise: “It has inspired me.” In this way, being heard by the undergraduate nursing
students assisted consumers overcoming the “difficulties and struggles” that have been
endured in the past.
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b) Tell it like it is
The second element of the theme Connections with nursing students is Tell it like it is.
This element continues to build the theme with regard to being listened to with respect
and forming trusting social connections with the nursing students. The following
discussion explores the importance of participants sharing their unique perspective with
the students of how it is for them, as individuals, experiencing a mental illness. Current
literature of the impact of stigma on mental health is examined to illustrate the positive
impact for participants to influence the students’ attitudes. Iwasaki et al. (2018)’s work
on meaningful engagement is discussed to frame the liberating and empowering effect of
authentic disclosure of the lived experience and having the freedom to share without
judgement.

In the current study, all participants described deep satisfaction and pleasure from the
purposeful interactions and meaningful connections with nursing students. Their
expressed enjoyment and eudaimonic pleasure is congruent to the theme of a joyful life
by Iwasaki et al. (2018). Sam’s narrative can be viewed as emulating this theme when he
described his joy and a sense of purpose from educating the students and feeling
comfortable to talk about his lived experience. “I love educating the nurses! I really love
doing it! Because it gives them a better insight into mental health at least.” Like many of
the participants, Sam described the existence of stigma and the difficulties persons with
a mental illness experience in their everyday lives during social interactions.
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Most of the participants expressed a strong need to reduce the stigma associated with
having a mental illness and viewed the interactions with nursing students as having an
opportunity to share their perspective. Existing literature highlights the challenges for
persons with a mental illness of being able to honestly express and disclose aspects of
having a mental illness due to judgemental and stigmatising attitudes from friends, family,
community and mental health services (Clement et al. 2015; Evans-Lacko et al. 2012).
Sam’s narrative, outlined in the previous chapter, of the six men who stopped talking to
him after he disclosed his diagnosis of mental illness reflects the widely held stigma
existing within the community and the impact on forming social relationships which leads
to disconnection. According to Corrigan et al. (2013) the fear of stigma causes individuals
to be less likely to disclose their mental health experiences with family and friends, more
likely to minimise their mental health issues and to avoid seeking help from mental health
services. Similarly, the study by Barney et al. (2006) demonstrated 44% of 1312 randomly
sampled community dwelling adults believed that they would experience stigma in their
lives if they were to seek help from a psychiatrist for mental health issues.

A study by Avery et al. (2013) considered how stigmatising attitudes from mental health
professionals negatively influenced the delivery of mental health care. Avery et al. (2013)
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demonstrated the existence of a high level of stigma of people with mental illness within
the profession of psychiatry. Other studies by Morgan et al. (2016) and Reavley et al.
(2014) support the view that stigmatising attitudes exist in mental health professionals
and necessitates stigma reduction programs. Corrigan et al. (2014), Rüsch et al. (2014)
and Reavley et al. (2014) also argued that stigmatising attitudes from mental health
professionals can lead to discriminatory practices and impede personal mental health
recovery. Stigmatising attitudes can negatively affect self-esteem and deprive individuals
of social opportunities, reduce social status, and limit social networks (Rüsch et al. 2014;
Tew et al. 2012). Rüsch et al. (2014) and Corrigan et al. (2014) reported people can
experience shame and self-contempt after being diagnosed with a mental illness which
adds to self-stigmatising attitudes, disempowerment and a poorer quality of life.

Many participants described how they enjoyed being able to speak freely and honestly
about themselves during Recovery Camp and compared this authentic engagement with
their reluctance to speak honestly to mental health professionals in other settings.
Participants freely shared their past experiences of mental health care to educate the
students and also because of an intrinsic psychological need to share authentically about
their experiences. Several participants described in the narratives how in the past, they
had not disclosed the full extent of their distressing mental health symptoms whilst being
treated in an in-patient setting. This avoidance was attributed to feeling disempowered
and wanting an early discharge. Connor spoke of “pretending to be well” and several
participants used the phrase, or similar, to describe their perspective of their hospital stay:
“I went out sicker than I went in.” The difficulty of this disconnection and disengagement
with services is that participants do not feel that they receive the holistic support they seek
or need when at their most vulnerable.
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The case study by Gray (2019), an academic and researcher, reported from the first voice
perspective of the fear he experienced and witnessed whilst an in-patient of a mental
health hospital. Gray (2019) claimed the fear surrounding the use of enforced admissions
and restrictive practices can lead to avoiding disclosure of mental health issues and
increases the risk of unresolved distressing mental health symptoms. Gray (2019) was
earlier supported by the work of Reavley et al. (2014), Rüsch et al. (2014), and Corrigan
et al. (2014). Indeed, Trussell and Mair (2010) discussed the complexity of barriers that
marginalised persons experience and how community-based recreation programs can
provide a judgement free space and enable the formation of meaningful connections for
individuals to be themselves and share honestly. Hence, feeling psychologically safe for
authentic disclosure and to share freely without the consequences of stigma is a very
powerful and deeply meaningful experience for the participants of this current study;
some of whom in the past had extreme difficulty being able to do so.

How the connections with the students enabled participants to authentically share without
judgement can be understood from the extant literature. The study by Rüsch et al. (2014)
examined whether well-being was enhanced for 202 participants when talking about their
mental health condition to family and friends. The authors surmised individuals are less
comfortable sharing about their mental health when there are high levels of both
anticipated discrimination as an external threat and internalised self-stigma. In this regard,
the respectful and warm, person-centred approach from the students at Recovery Camp
did not pose an external threat to the study’s participants and the formation of meaningful
connectedness lessened any perceptions of past discrimination. Hence, authentic
engagement within these relationships occurred. The mutually respectful and authentic
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engagement that occurred between the consumers and undergraduate nursing students
reflects the theme of a connected life by Iwasaki et al. (2018).

The extensive work by Corrigan et al. (2013) on stigma has identified interventions that
support individuals to disclose their mental illness to benefit their personal recovery.
Differing levels of sharing are suggested by Corrigan et al. (2013) to suit the individuals’
levels of comfort, such as abandoning concealment or selective disclosure with trusted
persons. The participants of this PhD study described feeling comfortable to freely share
aspects of their lived experience and thus abandoned any concealment. Iwasaki et al.
(2018) discussed the liberating and empowering effect of authentic engagement in
relation to the theme of an empowered life. Participants in this study described the
liberating sense of empowerment after sharing and being proud of their contribution to
the students’ learning. Additionally, participants felt a strong intrinsic motivation and an
altruistic desire to overcome and challenge stigma to enhance nursing practice.

A qualitative study by O'Reilly et al. (2012) investigated the experiences of 23 persons
with a lived experience who shared their knowledge of having a mental illness to educate
health professional students in an academic setting. The findings indicated they were
highly motivated to raise awareness about mental health and stigma and they gained
personal psychological benefits from the experience, through empowerment, improved
confidence, and social skills. The authors reported the educational sessions were also
beneficial for the students who expressed a reduction of stigma, increased empathy, and
improved attitudes as well as positive behavioural changes toward people with mental
illness.
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The direct interaction with students and sharing honestly about their lived experience
without the threat of discrimination was empowering for participants of this study.
O'Reilly et al. (2012) research suggested that sharing lived experience is an important tool
to reduce stigma and enhance personal mental health. The perspective of empowering
persons with a lived experience to reduce stigma of health students through direct social
interaction is similarly proposed by studies by Corrigan et al. (2012), Kraus and Moran
(2019), Maranzan (2016) and Happell et al. (2019).

c) Addressing the power imbalance
The third element of the theme Connections with nursing students was Addressing the
power imbalance and furthers the discussion from the previous two elements To be heard
and Tell it like it is. This section explores the empowerment generated from the equal
distribution of power between participants and nursing students. This element is also
strongly interconnected with the elements: Social immersion-inclusion; A safe place; and
New sense of self-identity. Aspects of Addressing the power imbalance more closely
related to these elements are discussed later in this chapter under the respective headings.

All but one of the participant’s spoke of their impression of nurses drawn from past mental
health care experiences and compared this to the relationships that developed with the
students during Recovery Camp. The Recovery Camp relationships were perceived as
being free of judgement; respectful and more equal. Respect for persons and diversity is
a fundamental right advocated by proponents of social justice (Long et al. 2017). Dashper
and Fletcher (2013) and Stewart (2014) contend inclusive recreation activities provide
the context to promote social justice for disadvantaged persons and can address the power
imbalance that can exist within relationships. Several participants of this study expressed
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their sense of injustice and discrimination experienced in their everyday lives. In contrast,
participants’ experience of Recovery Camp, was that of being empowered through social
inclusion and having their contribution to the learning and well-being of both the students
and their peers greatly valued. This phenomenon aligns with the theme of an empowered
life by Iwasaki et al. (2018). Indeed, TR has a key function in addressing some of the
social inequalities that are regularly confronted by people with mental illness including
social exclusion, marginalisation and stigmatisation (Corrigan et al. 2014; Trussell &
Mair 2010).

A powerful benefit of TR is the conceptualisation of recreation settings as being free of
judgement (Trussell & Mair 2010). Two qualitative studies by Magee et al. (2015) and
Lamont et al. (2017) reported on the use of recreational soccer for persons who were
considered hard to reach, some of whom had disengaged from traditional mental health
services. Both studies reported a perceived deep sense of belonging and unity for persons
with serious mental issues when playing soccer with mental health professionals. By
participating together authentic bonds were created regardless of the existence of mental
illness. This contrasts to the more traditional practice of mental health clinicians
supervising recreation which is undertaken only by persons with mental illness (Glowacki
et al. 2019; Street et al. 2007). Additionally, both Magee et al. (2015) and Lamont et al.
(2017) claimed the non-judgemental social milieu of the recreation activities reduced
stigma, enhanced connection with community groups, enabled the formation of social
networks and increased social capital. Perceptions of feeling “normal” and living “an
ordinary life” assisted with overcoming the barrier of stigmatisation and fostered social
connection and empowerment (Lamont et al. 2017; Magee et al. 2015).
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The sense of being free of judgment, free of stigma and being regarded as equal was raised
by participants. All attendees during Recovery Camp wore a badge that showed only their
first name and the colour of their allocated group. No reference was made on the badge
as to whether they had a mental illness or not.

Image: Recovery Camp

During Recovery Camp, the power imbalance that can typically exist between consumers
and mental health professionals was not evident in the social connections formed.
Participants described meaningful connectedness with the nursing students based on their
discussion of commonalities rather than differences and that sharing lived experience had
evoked empathy and identification from the nursing students. The study by Hopper et al.
(2019) considered the context of recreation for disadvantaged youths to foster mutually
respectful relationships and enhance meaningful engagement. The authors discussed that
the sharing of mutual understandings is considered a core aspect of the theme of a
connected life by Iwasaki et al. (2018). Hopper et al. (2019) claimed a more balanced
distribution of power and respect existed in the relationships with practitioners, which
enabled greater opportunities for the youth to flourish.

In the current study, the perceived equality of the social relationships was in contrast to
participants’ experiences of hospital settings where they have been intentionally
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segregated from the nurses, which had resulted in feeling even more marginalised and
different. Within the social context of the Recovery Camp community, people with mental
illness felt accepted for being their authentic selves. As previously discussed in Chapter
Three, Fenton et al. (2017) and Iwasaki et al. (2018) asserted TR is essentially a strengthbased program. The focus on the individuals’ strengths enables people with mental illness
to celebrate their uniqueness and diversity and resulted in feeling normal rather than
abnormal.
I have only ever been in acute in-patient units and there wasn’t a great nurse patient
culture going on there, so it was different because we were all just being normal. (Laura)

Another barrier identified in the qualitative study by Meehan and Glover (2007) was that
the consumer educators described their role as being viewed as tokenistic by academic
staff. This approach left some people feeling undervalued, vulnerable, and exposed after
sharing their lived experience. In contrast to Meehan and Glover (2007) findings,
participants felt valued as elucidated in the previous chapter.

The disruption of power was also influenced by the participants’ mastery of the recreation
activities. Many of the participants who said that they had previously attended Recovery
Camp had sound knowledge and expertise of the recreation activities, and could then offer
advice and support to students. For example, Sally spoke of helping a student “overcome
the fear of heights”. Providing support for the students’ psychological needs was seen as
a role reversal and acted to address the power imbalance. Many participants described
being confident to take the lead to initiate social interaction because the nursing students
were initially “a bit scared” (Laura) or were “wary” (Imogen). Mastering the recreation
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activities over consecutive camps added to their perception of being competent and
socially confident.

Image: Recovery Camp

According to Ryan et al. (2013) developing mastery over activities and enhanced
competency is a core function of self-confidence, self-determination, empowerment and
psychological well-being. Findings of this study show how mastery of activities
facilitated further empowerment by way of participants supporting students. These
aspects relating to mastery, are further explored under the heading of Growth.

Iwasaki et al. (2018) considered that when the recreation activity is well suited to the
individual, the activity evokes feelings of composure, living a life of meaning, and hence,
the activity becomes a liberating and an empowering experience. The sense of liberation
and forming deeply meaningful connection with the students during the TR activities was
evident in the findings of this study. According to Lesser and Paleo (2016) person-centred
and recovery-oriented relationships view persons beyond their illness; with shared power,
shared responsibility and collaboration. As such, Lesser and Paleo (2016) and Glover
(2012) asserted that for mental health services to be truly recovery-oriented, practice must
be consumer driven and never provider led. Hence, the extensive evidence on the
perceived power imbalance in mental health needs to be addressed and a more equitable
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balance achieved. During Recovery Camp it was evident from the participant’s
descriptions that there was an equitable power distribution and consumers were
empowered to influence the student’s learning, as well as each other in peer to peer
relationships.

Mentoring connections
The second theme, Mentoring connections, relates to the special bonds of friendships
that developed between peers. These social relationships were described by participants
as being the most important and meaningful of all the relationships formed at Recovery
Camp. Participants described an altruistic motivation to support and mentor other people
who have experienced mental illness and also of receiving valuable support. Experiencing
helpful social relationships is a vital construct associated with the realisation of mental
health recovery (Slade et al. 2015; Tew 2013; Topor et al. 2016). This study has shown
the participants fulfilled this aspect of mental health recovery during Recovery Camp
through the formation of meaningful social and mentoring connectedness between peers.
This specific type of social relationship comprised of three elements: a) Making friends;
b) Understanding each other, and c) Reaching out to others in need.

An area of emerging interest in the literature is the contribution of peer support which can
address the significant barriers inhibiting social health and can impede mental health
recovery (Fortuna et al. 2019; Sheridan et al. 2018). Numerous terms are used to formally
describe persons supporting their peers who are experiencing similar mental health
challenges. Such terms are peer support workers, peer educators, consumer survivors, and
consumer advocates (Repper & Carter 2011). There are three broad categories of peer
support 1) Informal and naturally occurring; 2) Participation in peer-led programs; and 3)
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Formal employment of service users as a provider of supports within traditional mental
health care settings (Repper & Carter 2011). In this current study, Recovery Camp did not
engage a formal structured peer support program with employed peer support workers.
However, it was recognised that a unique and valuable contribution of peers naturally
supporting each other existed. In this regard, the ethos of Recovery Camp encouraged
participants to build supportive relationships with each other.

a) Making friends
The first element of the theme Mentoring connections is known as Making friends. Most
of the participants described the improved opportunities to make close friends and/or
interact socially with other persons with a mental illness. Social isolation limits the
opportunity to socially connect and form relationships with peers (Hopper et al. 2019;
Sheridan et al. 2018). Individuals can feel wary of others from past mental health
experiences; not knowing how to connect with others in a social context or having
experienced trust issues stemming from past relationships (Fortuna et al. 2019; Lamont
et al. 2017; McCorkle et al. 2009). Making friends captures the experience of participants
connecting to others at camp, in trusting, supportive, friendly relationships.

For many participants, building trust was very important due to their experience of past
unhelpful relationships which had resulted in considerable mistrust of others. The
continuation of the friendships formed between peers during Recovery Camp were
strengthened by the common experience shared of their participation in the TR activities.
Connections with each other were also strengthened by the understanding of their united
and purposeful role of enhancing the students’ learning. As such, participants remained
in contact with newly formed friends following Recovery Camp.
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The combined effect of the physical and social closeness of attendees at Recovery Camp
enabled individuals to form deeper and more meaningful social connections. Chen (2013)
reminds us that friendship can be viewed as the interrelationship between people through
the bonds of mutual affection, trust and support and can be considered allies, companions
and supporters with similar interests or share common values, and/or socio-cultural
worldviews. Hood and Carruthers (2016a) purports the meaningful connections formed
through sharing positive experiences, promote psychological well-being and the
savouring of positive emotions. Making friends illustrates the theme of the framework:
Leisure-induced Meaningful Engagement with Life by Iwasaki et al. (2018) of a joyful
life. Participants’ experiences highlight how joyful connections with others helps
overcome some of the barriers to mental health recovery.

Image: Recovery Camp
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The support and validation offered by friends can enable individuals to be more resilient
and overcome some of the barriers to social health such as reduced loneliness and
isolation (Cleary et al. 2018; Fortuna et al. 2019). According to Cleary et al. (2018)
friendship is validating, and instils a sense that someone cares about the person’s wellbeing. Having love and concern for one another instils hope and being collectively
engaged in finding happiness though recreation activities, and, by adding meaning to
one’s life can reduce loneliness (Fenton et al. 2017; Iwasaki et al. 2018). Recovery Camp
was a means to introduce people to each other and for many, reduced their loneliness.
The immersive social interaction with numerous peers at Recovery Camp provided a
social context in which it was easier to make friends and retain friends in the community
following Recovery Camp. This finding is comparable to findings of other studies. A
longitudinal qualitative study by Ochocka et al. (2006) demonstrated persons who
interacted with peers had more social support and had formed more friends in other
settings than those who did not interact with peer support. The authors reported that after
a three year follow up persons who continuously interacted with peer support initiatives
scored significantly higher for their integration in the community than the comparison
group. Similarly, other studies by Sánchez et al. (2019), Miyamoto and Sono (2012) and
Lloyd-Evans et al. (2014) reported individuals who received support from peers
experience improved social support, enhanced social skills and social functioning.

The finding of Making friends can be compared to the themes of a connected life, a
discovered life, a composed life and an empowered life from the framework: Leisureinduced Meaningful Engagement with Life by Iwasaki et al. (2018). It correlates with
how participants said that Recovery Camp enabled them to form meaningful and sustained
friendships, a sense of belonging and enhanced community integration. All of these
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aspects are associated with the improved social health and the realisation of mental health
recovery (Leamy et al. 2011). As Iwasaki et al. (2018) discussed, forming meaningful
social connections is key function of the theme, a connected life. Participants described a
deep sense of connectedness with their peers, and many were motivated to continue with
these relationships. The correlation of the element: Making friends can be made with the
theme of an empowered life by Iwasaki et al. (2018). Participants of this study described
being empowered to extend and sustain their friendship with peers on return to their
everyday lives as illustrated by participant’s quotations in the previous chapter.

Miyamoto and Sono (2012) asserted that making friends with peers with a lived
experience can offer practical and tangible insights on worthwhile treatments and
concerns from the perspective of experiencing their own recovery journey. The element
of Making friends can be mapped to the themes of a discovered life and a composed life
by Iwasaki et al. (2018). The findings captured the participants’ social interactions
between peers involved composed discussion on overcoming issues and collaboratively
discovering new approaches to solve personal problems. This form of support can
originate from an empathetic understanding of the lived experience which is explored in
the next finding: Understanding each other.

b) Understanding each other
The second element identified with the theme of Mentoring connections is
Understanding each other. Participants described an insightful and strongly empathic,
and authentic component to the non-hierarchal social interactions that existed between
peers during Recovery Camp.
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Peer support asserts that persons with a lived experience can offer help and support to
others who have had similar life experiences (Fortuna et al. 2019; Lesser & Paleo 2016).
Empathic and authentic understanding of the lived experience can motivate others to offer
emotional, psychological and information support, as well as instilling hope (Miyamoto
& Sono 2012; Pfeiffer et al. 2019). Miyamoto and Sono (2012) identified that the support
from peers is a valuable resource for individuals who experience challenges in forming
and sustaining social relationships. Through understanding and sharing stories of
recovery between peers can reduce fears and concerns the listener may have about their
mental health (Holmes et al. 2019).

The sense of acceptance and empathic understanding gained through the connections
formed with peers was discussed by all participants in this current study. From the
empathetic understanding and validation of peers, participant’s described how that could
connect with other people. The joy of getting to know people and stay connected
transcended participant’s anxiety and was empowering. In the way that participant’s
described overcoming social anxiety, their experience resonates with the themes of
Meaningful engagement by Iwasaki et al. (2018). Specifically, when participants
discussed the connections they formed with his peers during Recovery Camp is
comparable to Iwasaki’s et al (2018) theme of a connected life. Feeling less anxious
during these social interactions and being more in control of emotions can be compared
to the theme of living a composed life drawn from the framework by Iwasaki et al. (2018).
The joy and empowerment that participants described from feeling understood by peers
correlates with both the themes of a joyful life and an empowered life (Iwasaki et al.
2018).
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Some of the key characteristics of successful interchange when peers support each other
are respect, shared responsibility and a mutual agreement on helpful strategies (Repper &
Carter 2011). TR studies by Lamont et al. (2017) and Magee et al. (2015) have
demonstrated that the support of peers during participation in recreation activities is
empowering. According to Repper and Carter (2011) peers can offer emotional,
psychological and informational support to each other based on their mutual
understanding and shared experiences. Sharing learning(s) from a recovery journey can
enable persons to feel the challenges they face are understood by others (Pfeiffer et al.
2019; Sheridan et al. 2018). This view is supported by the current study, whereby
participants described the empathic understanding of persons with similar mental health
issues resulted in the sharing of insights, explanations, and coping strategies.

Sharing the lived experience enables reflection and reappraisal of one’s own recovery
efforts; consolidates knowledge and aids seeking new solutions to existing personal
challenges (Holmes et al. 2019; Miyamoto & Sono 2012). These functions of selfdiscovery and empowerment resulting from supportive peers are strongly associated with
the notions of flourishing (Anderson & Heyne 2012) and personal growth (Seligman
2011). The motivation and actions of offering and receiving support in helpful and
hopeful ways represent a composed self-determination by participants towards realising
recovery and living a satisfying life (Iwasaki et al. 2018; Perlman et al. 2018; Ryan et al.
2013). The sharing of learning between peers promoted a sense of autonomy, competency
and relatedness which is posited by Ryan and Deci (2017) to be core elements of selfdetermination and empowerment. The literature review conducted by Repper and Carter
(2011) reported that the bonds of empathy and acceptance from peers are often perceived
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to be stronger and deeper than those experienced from engagement with mental health
professionals.

Having empathetic understanding of what it means to have a lived experience enabled
some consumers to reach out and support peers cope with the challenges of mental health
recovery during and following Recovery Camp. This phenomenon is further discussed in
the following finding: Reaching out to others in need.

c) Reaching out to others in need
Participants described an altruistic motivation to reach out to peers who were
experiencing challenges and/or mental distress. The element of Reaching out to others in
need held the strongest sentiment of the theme Mentoring connections and reflected the
significant personal meaning each participant placed on the experience of mental and
psychological distress. The phenomena identified in this element has built upon the
synergic effect of the previous two elements of Making friends and Understanding each
other which enabled a naturally occurring offer of support from peers to individuals, who
on occasions, may have experienced varying levels of distress.

Image: Recovery Camp
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Both TR and peer support approaches are well suited to be interconnected initiatives in
fostering mental health recovery. Both initiatives offer a strength-based approach that
conceptualises wellness rather than illness and focusses on the positive attributes and
competencies of persons with a lived experience (Hood & Carruthers 2016a). As such,
participants considered their lived experience as an expertise that could help, and this
made them feel confident in reaching out to help others. In this regard, peers used their
own insights and lived experience of overcoming mental, psychological and emotional
distress to support others during and following Recovery Camp. This type of social
relationship between peers was perceived to be a form of mentoring and was regarded as
a positive influence on recovery. Repper and Carter (2011) identified that the mentoring
and mutually respectful type of relationship between peers can be highly empowering,
promote independence, agency, and self-management through the use of the resources
and supports of each other.

Another form of support is that of acting as gatekeepers when individuals are in
significant distress. According to Holmes et al. (2019) a gatekeeper is the term used to
describe the role of individuals who recognise and act in response to others in
considerable distress as a preventative suicide strategy. Supportive peers can provide a
gatekeeping role and direct individuals to the relevant resources (Miyamoto & Sono 2012;
Pfeiffer et al. 2019). This role was described by participants when describing reaching
out to others in distress. According to Repper and Carter (2011) honest disclosure of
strong emotional responses are often normalised amongst peers through empathic
listening and sharing of similar experience. Additionally, discussion with peers can
provide mutually agreed solutions which can de-escalate strong feelings experienced for
persons in distress. The authors suggested conversations on strong feelings are often
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discouraged or viewed as a mental health crisis in more traditional mental health care
settings (Repper & Carter 2011).

Participants of this current study described being confident, composed and empowered to
talk about emotionally difficult issues and were able to validate those feelings for peers
within the context of their mental health journey. This aspect relates to the themes of
Iwasaki et al. (2018) of living a composed life in being able to share one’s lived
experience in helpful ways as shown when participant’s spoke about supporting each
other. Glover (212) asserts the recovery processes involve the movement from a state of
hopelessness towards hope and being actively engaged in taking control over one’s life.
The dialogue between peers regarding difficult issues and the validation of feelings is an
important aspect of gaining hope, forming meaningful connections; gaining autonomy
and being actively engaged in the realisation of personal recovery (Holmes et al. 2019;
Pfeiffer et al. 2019). Peers offering support to each other on mental health recovery and
reducing the states of hopelessness and disconnection can be considered as a resource for
suicide prevention in conjunction with other evidence-based suicide prevention
approaches (Holmes et al. 2019; Pfeiffer et al. 2019). This resource of peers mutually
connecting and supporting each other aligns with Glover’s (2012) notions of supporting
individuals’ with the movement away from disconnection to deep sense of connectedness
and hopefulness in recovery. In this current study, the mutual sharing of solutions to
mental and emotional distress was perceived as very helpful for participants in their
personal mental health recovery.

Participants demonstrated the confidence and wisdom to know when to seek additional
help for a peer they were concerned about. This form of collaboration with the facilitators
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of Recovery Camp, who were trained registered nurses in mental health, indicated those
who were reaching out to others remained psychologically safe whilst giving support.

Reaching out to others in need supports the theme of an empowered life by Iwasaki et al.
(2018) through feeling worthwhile and being empowered to their lived experience to
support others. The intrinsic psychological benefit of feeling worthwhile and supporting
others for altruistic gain is further explored in the next theme: Connections with myself.

Connections with myself
The third theme identified was tilted Connections with myself and relate to eudaimonic
psychological well-being. This theme was the broadest of all themes and contained many
positive changes related to psychological health, personal growth, and flourishing. All
participants described these benefits that were experienced during and following
Recovery Camp as being especially important and meaningful to their mental health
recovery. Their view is supported in the literature by the notions of TR (Iwasaki et al.
2018) and personal mental health recovery (Glover 2012; Leamy et al. 2011). The theme
Connections with myself comprised of three interrelated elements which are a) Fun for
fun’s sake; b) Growth and c) A sense of purpose.

a) Fun for fun’s sake
The element of having Fun for fun’s sake was exemplified by the participant’s positive
expressions of their experience during Recovery Camp. Enjoyment of TR activities is
considered in the literature to be one of the main benefits to enhance subjective wellbeing for persons with a mental illness (Mason & Holt 2012; Picton et al. 2018).
Furthermore, the experience of positive and subsequent savouring of positive emotions
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provides a strong foundation for personal mental health recovery to be fully realised
(Crone 2007; Hood & Carruthers 2016a). These positive emotions, related to subjective
and eudaimonic psychological well-being, were attributed to several factors; the mindful
savouring of positive emotional states and the pleasure experienced from engaging in the
friendly social milieu of Recovery Camp.

Numerous primary studies by Corring et al. (2013); Magee et al. (2015); Mason and Holt
(2012) and Crone (2007) have demonstrated that the context of TR activities facilitates
enjoyment and pleasure. Corring et al. (2013) examined persons with a lived experience
regarding their participation in horseback riding. One of the key themes identified related
to having fun, whereby participants described experiencing fun, feeling more relaxed and
experiencing fewer distressing symptoms following the TR activity. Similarly, one of the
thematic findings revealed from the qualitative study conducted by Mason and Holt
(2012) on a soccer program for persons with a lived experience was related to enjoyment
and feelings of fitness from increased physical activity. Hood and Carruthers (2016a)
considered that the context of TR provides abundant opportunities to experience pleasure
and joy and thus enhanced subjective and eudaimonic well-being.
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Image: Recovery Camp

In the current study all participants described experiences of joy, pleasure and fun from
undertaking recreation activities and sharing their enjoyment with others. Terms such as
“so much fun”; “was amazing”; “enjoyed so much” and “laughed so much” were
frequently used to describe their TR experience. The word “laughter” or similar was
commonly used by participants to describe positive emotional states. One of the most
frequently described activities that promoted laughter and enjoyment was the bush dance.
For example, Mary described having “tears of laughter trying to master the steps” of the
bush dance.

Fun for fun’s sake can be linked with Iwasaki et al. (2018) themes of a joyful life and a
connected life. Leamy et al. (2011) asserted connectedness is an essential characteristic
of personal mental health recovery. In this regard, Mick demonstrated progression toward
realising recovery when he chose to get up to dance after an abstinence of 15 years.
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Experiencing hedonistic pleasure and avoiding pain had a deep meaning for participants.
Persons with a mental illness often experience more unpleasant emotions which
negatively impacts on their mental health, self-esteem and self-worth (Slade et al. 2015).
Hence, replacing unpleasant thoughts and emotions with pleasant emotions and positive
thoughts fosters recovery (Glover 2012). Having the experience of fun for persons who
often experience unpleasant emotions was illustrated by participant, Mary. When
participant’s used words such as having “fun for fun’s sake” this indicated they had
transcended any thoughts of self-criticism. The fun or positive narrative related to the
themes of a joyful life and a composed life by Iwasaki et al. (2018) whereby participant’s
overcame their “overthinking” of not being able to master the dance steps and that they
did not give themselves “a hard time.” As such, participants allowed themself to fully
enjoy the activities.

The findings of this current study identified the hedonistic experience further extended
into purposefully seeking out meaningful pleasure and satisfaction. Hood and Carruthers
(2016a) identified the savouring of positive emotions as an important element of TR to
enhance subjective and psychological well-being. The term savouring was described by
Hood and Carruthers (2016a) as being attentive and attuned to the positive experiences
and emotions that recreation activities evoke and seeking out those experiences which
arouse such positive emotions. Iwasaki et al. (2018) discussed the theme of a joyful life
as pursuing a life filled with positive emotions and involves the savouring of positive
emotions as well as mindful endeavour to purposefully seek out meaningful pleasure to
enhance eudaimonic psychological well-being. Indeed, many participant’s narrative
conjures images of savouring positive emotions and enhanced eudaimonic well-being.
For example, participant’s spoke of socialising at the campfire and experiencing a deep
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sense of satisfaction. A specific example is Mary whose words can be linked to Iwasaki
et al. (2018) of a connected life, a joyful life, and, a composed life:
I also liked the campfire, that was very healing, sitting on the logs chatting with other. It
was touching really, seeing everyone’s faces lit up in the firelight. I felt very cosy (Mary)

The Mindfulness-to-Meaning Theory by Garland et al. (2017) purports that mindful
endeavour instils eudaimonic well-being, by promoting positive reflection. The positive
psychological process of reappraisal whereby stressful situations or adversity evokes
negative thoughts and/or emotions are re-construed as benign, meaningful, or enhancing
personal growth. Garland et al. (2017) asserts that positive reflection through mindful
endeavour strengthens the capacity to flourish and experience meaningful engagement
with life. Similarly, Iwasaki et al. (2018) considered the savouring of positive emotions
as being congruent with the concept of mindfulness as both encompass being attentive to
the positive emotional response evoked from an experience. Mary’s words illuminate how
the act of savouring positive emotions enhanced a composure and emotional regulation,
which fostered a more positive emotional experience. Mary’s appreciation and positive
regard of the small pleasures such as “chatting by the campfire” represented just one
example from participants regarding a life of meaning and satisfaction in the form of
living a joyful life (Iwasaki et al. 2018).

The findings of this study identified that the friendly and encouraging social milieu,
enhanced the sharing of positive emotions and further increased social connectedness.
The findings indicate the enjoyable and relaxed psychosocial environment, further
amplified the pleasure of undertaking the activities. As discussed in the previous chapter,
the experience of living a joyful life and the savouring of positive emotions for all
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participants, represented in the element Fun for fun’s sake, extended beyond the week of
activities during Recovery Camp.

b) Growth
The element of Growth was drawn from the participant’s descriptions of perceived
positive changes to their psychological well-being. The term growth can be viewed as
cultivating inner potentialities through seeking out optimal challenges and integrating
new experiences into self-concept (Baldwin & Landau 2014). Psychological growth is
self-expansive and involves curiosity and discovering new strengths and attributes
(Baldwin & Landau 2014). Literature by Keyes (2007), Fredrickson (2004), Anderson
and Heyne (2016) and Iwasaki et al. (2018) proposes psychological growth as being
associated with the notions of making meaning; the pursuit of happiness and attaining
human potential which enables human flourishing.

Image: Recovery Camp

In the present study, the element of Growth was the most commonly described element
of the theme Connections with myself. The nature of this element can be attributed to the
individual’s unique manifestation of personal growth in differing ways. Congruent to
personal mental health recovery, personal growth is a non-linear process and to be fully
realised requires active engagement of the individual (Glover 2007; Leamy et al. 2011).
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Participants’ unique perspective of growth was strongly related to their perceptions of
personal mental health recovery and eudaimonic psychological well-being. Participants
described challenging themselves and experiencing achievement and confidence from
overcoming perceived barriers and encountering their fears. Participants were highly
motivated as well as displaying a deep understanding of their journey of growth and
recovery. By overcoming significant adversity, participants had flourished and displayed
empowerment and resiliency.

People with mental illness can experience psychological growth and well-being indicative
of good mental health even with the presence of symptoms (Andresen et al. 2011). The
seminal report on mental health promotion by the World Health Organization (WHO)
(2004, p. 12) conceptualised mental health as not merely the absence of mental illness but
the presence of “a state of well-being in which the individual realizes his or her own
abilities, can cope with the normal stresses of life, can work productively and fruitfully,
and is able to make a contribution to his or her community”. A quantitative
epidemiological study conducted by Keyes (2007) demonstrated persons with a lived
experience can enjoy good mental health in spite of their symptoms and function as well
as those without a mental illness and with poor mental health.

The presence of personal growth was evident from participant descriptions. Participant’s
spoke of their achievement of challenging themselves physically, emotionally and in
social settings. As such, participants demonstrated an intrinsically motivated level of
autonomy in choosing the type of personal challenge they could overcome. Participant’s
narrative can be related to the Self-Determination Theory (SDT) by Ryan and Deci (2008)
in which autonomy, relatedness and competency are the three core psychological needs
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considered essential to ongoing psychological growth and eudaimonic well-being.
Participant’s engagement with the social context of Recovery Camp led to their personal
growth. These experiences can be mapped to the all the themes of meaningful engagement
and living a: joyful life; connected life; composed life; discovered life, and, an
empowered life (Iwasaki et al. 2018).

Image: Recovery Camp

Participant’s description of personal growth included achievement and increased
confidence from undertaking personal challenges. Participants described overcoming
perceived psychosocial barriers and/or physical limitations. Confidence can be regarded
as the belief one can succeed (Schrank et al. 2014). Kyriakopoulos (2011) found the
benefits of combining outdoor adventure activities with counselling for persons who
reported anxiety and depression to be increased confidence and competence from
managing psychologically risky situations. Increased confidence and a sense of
achievement was conveyed in the current study by all participants.

As indicated in the previous chapter, participants overcame a measure of fear, low selfesteem, and anxiety to experience perceived success and greater confidence. According
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to Baker (2011), fear can be a regular and common occurrence in the lives of individuals
who experience mental illness. Many symptoms of mental illness evoke extreme levels
of fear and can lead to uncertainty and feeling psychological unsafe in many social
situations. Indeed, Antony and Swinson (2017) suggest that fear is one of the biggest
challenges’ people with mental illness face in their daily lives. A person living with posttraumatic stress disorder, complex trauma and/or social anxiety experience significant
fear and anxiety (Antony & Swinson 2017). Yet, drawn from the participant’s
descriptions of this present study, the autonomy-supportive environment and nonjudgemental social connections greatly assisted them to overcome their fears in either the
physical TR activities and/or social situations. Sally articulated how she overcame her
fear of heights during mastering some of the more challenging recreation activities. The
benefit for participant’s was to be able to master their fear, become more confidence and
competent then use this newly discovered strength and achievement to support others to
overcome their fears. Such empowerment is recognised as a significant outcome of the
process of the recovery journey (Leamy et al. 2011).

As introduced in Chapter Three, human flourishing as a concept proposed by Keyes
(2007) is the process of thriving towards self-actualisation. Flourishing is the outcome of
the pursuit, and authentic engagement with life, to achieve meaningful goals and achieve
satisfaction (Anderson & Heyne 2012). The conceptualisation of flourishing is a strengthbased approach and encompasses the notions of seeking positive emotions, meaningful
engagement,

connectedness

in

relationships,

finding

meaning

and

valuing

accomplishments. Psychological growth and the journey of personal mental health
recovery are clearly related to the concept of human flourishing (Anderson & Heyne
2012; Iwasaki et al. 2018). The term savouring positive emotions as described by Hood
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and Carruthers (2016b) or the term relishing achievements as described by Seligman
(2011) during mindful endeavours, reflects psychological growth and flourishing. .

The model of mental health recovery by Leamy et al. (2011) includes several
characteristics of the recovery process pertinent to the element of Growth. The experience
of personal recovery can be a struggle and involve a process of trial and error to discover
what works, yet recovery can be a life-changing experience (Leamy et al. 2011).
Participants spoke about how their experiences of Recovery Camp assisted in helping
them overcome adversity in their lives and at times of struggle. Participants described
becoming more resilient to cope with the challenges of life and that their outlook on life
had changed for the better. Resilience has been conceptualised in various ways but can
be regarded as the ability to bounce back and recover from adversity, conflict and/or
failure (Charbonneau 2019). Resilience can be seen as a feature, a process, as well as an
outcome (Charbonneau (2019). Goubert and Trompetter (2017) assert that resilient
individuals are successful at living a fulfilling life in spite of disability and pain. The
authors proposed that resilience operates through processes such as psychological
flexibility, positive emotions, and being able to satisfy basic psychological needs.
Resilient persons are empowered to strive, make meaning and can actively negotiate life’s
challenges. Iwasaki et al. (2018), Deschênes et al. (2015), and Trussell and Mair (2010)
contend TR can foster resilience and evoke a transformative effect for persons with poor
mental health, resulting in personal growth. Increased resilience and personal growth
were strengths that participants attributed to regular involvement with Recovery Camp.
In particular, Sarah described that in the past she would have had thoughts of suicide in
response to adversity. Sarah’s resiliency and purposeful activity through her continued
and committed participation in TR and her personal growth reflects all the notions of a
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composed life, connected life, discovered life, joyful life, and empowered life (Iwasaki et
al. 2018).

c) A sense of purpose
Experiencing meaningful purpose was described by participants as beneficial to their
mental health and self-worth. This element was strongly related to the element of Growth
and the increased confidence resulting from overcoming personal challenges and
perceived barriers. Meaningful purpose, enhanced intrinsic motivation and strengthened
self-determination to achieve personal goals were elucidated. Meaningful purpose is a
self-proclaimed intention toward achieving one’s salient goals (Hooker et al. 2020) and
relates to aspects of self-identity, eudaimonic well-being and personal growth necessary
for mental health (Hill et al. 2019; Hooker et al. 2020). Instead of governing behaviour,
having a purpose inspires and offers a direction for individuals to strive to (Hooker et al.
2020).

Image: Recovery Camp

Having a purpose and engaging in purposeful activities enabled participants to find
meaning in their lives and is regarded by Glover (2012); Leamy et al. (2011) and Slade
et al. (2015) as an important tenet of recovery and central to a person’s life narrative. TR
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studies by Crone (2007); Mason and Holt (2012); Moxham et al. (2017) identified the
sense of purpose to challenge oneself, set meaningful goals, develop healthy habits and
enable recovery. Lee et al. (2017), and Luciano and Meara (2014) claimed that people
living with mental illness not often are presented with opportunities to experience success
and accomplishment. The sense of achievement from participating in the TR activities
acted as an external motivator to strengthen purposeful activity in other areas of the
participant’s lives.

The finding of A sense of purpose aligned with the study by Carless and Douglas (2008)
which examined enabling factors of participating in recreation, sport and exercise for
people with mental illness. Findings suggest that the recreation activity became a vehicle
which moved people to other outcomes and occupations (Carless & Douglas 2008).
Moxham et al. (2017) and Kyriakopoulos (2011) also identified that TR activities
increased motivation to make lifestyle changes. In the present study, the use of TR to set
and achieve goals and instil further purposeful activities was illustrated by a number of
participant’s who described desired lifestyle changes. Adam, for example described his
achievement of sustained weight lost so he could return to Recovery Camp and attempt
the flying fox (zipline) activity which had a weight limit. As such, being motivated and
purposeful was generated by having fulfilled the need for competency, as espoused by
Self-Determination Theory (SDT) (Ryan & Deci 2017). The sense of achievement and
increased confidence led to feeling competent and participants frequently described
discovering that “having a go” and achieving their personal goals strengthened their
resolve to undertake more purposeful activities and set their own meaningful goals, such
as Adam discussing his drive to lose weight. A sense of purpose is therefore comparable
to the theme of an empowered life by Iwasaki et al. (2018).
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Stemming from the autonomy-supported environment, participants had become
intrinsically motivated to achieve a meaningful goal. Iwasaki et al. (2018) asserted for
individuals to live a truly meaningful and satisfying life it must be the life they
intrinsically want to have. This person-centred perspective is a core assumption of a
recovery-oriented approach and requires a willingness from both service providers and
the individual to accept the person’s need for dignity of risk and personal agency (Glover
2012). Leamy et al. (2011) described a characteristic of recovery as understanding what
works for the individual at a particular juncture of their life and what does not work. An
individual’s personal recovery journey occurs in a non-linear manner and thus it may take
time and at their pace. This personalised process requires patience from others and/or
services to allow time for individuals to dare to dream of achieving their personal goals
(Lesser & Paleo 2016).

Image: Recovery Camp

In addition to the purposeful activity of sharing the first voice perspective to enhance
learning there was an identification with the overall ethos of Recovery Camp. This
motivator, of a united purpose, was pertinent for participants in choosing to return to
successive Recovery Camps and was associated with having a meaningful occupation.
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Participants highlighted the positive psychological impact on their mental health recovery
as identified in the theme Connections with myself and the finding of A sense of purpose.
In this regard, the findings relate to the themes of a connected and empowered life by
Iwasaki et al. (2015) because of the continued and purposeful connectedness in a
meaningful occupation. Being occupied and/or employed in meaningful and purposeful
ways, aids mental health recovery and self-identity (Eklund et al. 2010; Luciano & Meara
2014). Participants described an added sense of purpose with having something to look
forward to and to plan for. Ally described her participation at Recovery Camp as her “job”
which extends beyond her attendance at Recovery Camp:
That means I have something to look forward to, and I do really get excited a month
before camp. I have to get organised, get myself ready and if you are doing that six times
a year that means every couple of months I have somewhere to go, some reason to go
somewhere. It’s like my job now. (Ally)

Image: Recovery Camp

Having a meaningful purpose and engaging with purposeful activity engenders hope and
instils an optimistic attitude. As noted in Chapter Two, hope and optimism about the
future are essential tenets of personal mental health recovery (Glover 2012; Leamy et al.
2011). Schrank et al. (2014) proclaim that the most crucial aspects for recovery are hope,
spirituality, purpose, overcoming stigma, and connections with others. The finding of A
sense of purpose captures how hope was experienced by participants; from the
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connectedness with peers and students, and also from experiencing success and fulfilling
the need for competency. It came from participants exercising autonomy and choice and
engaging in purposeful and meaningful activity. Venessa’s narrative exemplifies the
theme of Connections with myself and the element A sense of purpose and its association
with hope and engaging in a meaningful activity:
So, climbing the rock wall at Recovery Camp for the first time challenged myself to see
if I could get to the top. It had a lot of deeper meaning for me than just climbing a wall.
It was about my fight for survival. Can I do it and I did do it! I’m a survivor. It’s connected
with my fight, a deep personal connection. (Venessa)

Repper and Carter (2011) identified one of the essential benefits resulting for peers
supporting each other is the mutual sense of hope and an optimistic belief in a positive
future. Hope is the underlying foundation of meaningful engagement (Hopper et al. 2019;
Iwasaki et al. 2018), self-determination (Hood & Carruthers 2016a; Ryan & Deci 2017),
human flourishing (Anderson & Heyne 2016; Seligman 2011) and personal mental health
recovery (Glover 2012; Leamy et al. 2011; Schrank et al. 2014). Without hope there is
little, or no personal growth or strides made in autonomy, relatedness and competency
(Ryan & Deci 2017).

Glover’s (2012) first voice perspective emphasises that individuals need to believe in their
capability to be resilient, to confront adversity and to overcome barriers, limitations, and
future challenges. Hence, Glover (2012) identified that mental health services must
support individuals to move away from a state of hopelessness towards hope. In this
current study, participants described hope as being very important and meaningful to
them and was a major positive influence on their recovery and their lives.
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Participants described that hope was instilled through their connectedness with others
such as engagement with students and peers. Subjective and eudaimonic well-being is
enhanced through enjoyable and meaningful engagement in TR and lifts mood and
restores hope (Iwasaki 2017). The person-centred, strength-based, and recovery-oriented
approach of Recovery Camp instilled hope through encouragement and supported
individuals to overcome their fears and experience a sense of achievement and success
from their purposeful engagement. The finding of A sense of purpose and its association
with hope and a strength-based approach is reflected in the participant’s narratives. Their
words illustrate how being valued as a person promoted hope and motivated them to strive
for recovery. Participant’s experiences align with the theme of a connected life from the
framework of Leisure-induced Meaningful Engagement with life by Iwasaki et al. (2018).

Experiencing hope for persons who have experienced hopelessness has an emancipating,
liberating and transformative effect (Iwasaki et al. 2018). A fundamental process for
effective stress coping is the promotion of hope which enables empowerment and
composure (Hood & Carruthers 2016a; Keyes 2007). TR activities provide unique and
powerful opportunities for individuals who experience trauma for effective coping
(Deschênes et al. 2015; Iwasaki et al. 2018). Deschênes et al. (2015) and Trussell and
Mair (2010) showed the role of TR to enhance hope, empowerment and strengthen
resiliency to transcend adversity.

Participants from the current study described self-determination and purpose, stemming
from their achievements within context of Recovery Camp. Hopper et al. (2019) declares
that intrinsic motivation, connectedness, and purposeful activity correspond with
autonomy and making choices, which is ultimately empowering. Empowerment is the
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power to shape one’s life through value based choices and autonomous behaviours and
forms part of the process of mental health recovery (Slade & Longdon 2015). Indeed, the
Mental Health Commission of NSW (2014) Strategic Plan for Mental Health in NSW
2014-2024 recommends mental health services facilitate empowerment for persons with
a lived experience. The importance of this is evident from the participants in the present
study who displayed being empowered to self-determine and have a strengthened sense
of meaningful purpose.

A sense of purpose was an element, which when brought together with the elements of
Fun for fun’s sake and Growth, developed the theme Connections with myself. Each of
the elements, and the overarching theme, represented participants’ experience of TR. This
section, by analysing the findings with literature, has explored and discussed how the
experiences have facilitated participant’s realisation of recovery. It is through experiences
of Fun for fun’s sake, Growth and A sense of purpose, through Connections with myself,
that recovery may be realised in TR. The following section will explore how an Enabling
environment also facilitates recovery.

Enabling environment
The fourth theme of Enabling environment involves the manner in which structure and
design of Recovery Camp was perceived by the participants to enhance their well-being
and support their personal recovery. Leamy et al. (2011) asserted recovery to be a
multidimensional process aided by the contextual settings providing supportive and
healing environments. In this regard, Leamy et al. (2011) proposed that recovery is
possible without the involvement of mental health services if alternate supportive and
enabling environments are present. This view is supported by Markowitz et al. (2011)
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who consider recovery as an ongoing and personal journey that involves multiple
pathways.

The theme of Enabling environment represents the foundation in which connections with
students, peers and within oneself, were enabled to flourish. All participants identified
that the socially inclusive milieu at Recovery Camp, enhanced meaningful connectedness.
Recovery Camp was thought to be purposefully structured to provide both enjoyable and
challenging recreation activities. The immersion within the TR environment enabled
positive mental health states that can be linked with the notions of flow. The use of TR
as an enabling environment to support holistic recovery, subjective and psychological
well-being and social health is demonstrated by several primary studies (Hopper et al.
2019; Lamont et al. 2017; Moxham et al. 2017; Perlman et al. 2018; Picton et al. 2018).
Findings from this study demonstrated that participants felt psychologically safe and
expressed a renewed identity during Recovery Camp. The environment enabled them to
do so. Participants discussed that the environment provided opportunities for them to act
as educators with a lived experience (experts by experience), supportive peers and as
leaders; all perceived as meaningful social roles. Further to this autonomy-supportive
environment, many participants also described a special connection with the nature-based
setting. The four elements associated with the theme of Enabling environment are
discussed under the headings of a) Social immersion-inclusion; b) A safe place; c) New
sense of self-identity; and d) Connections with nature.

a) Social immersion-inclusion
The socially inclusive environment of Recovery Camp enabled the formation of social
connections between all attendees regardless of whether they had a mental illness or not.
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Studies by Fenton et al. (2017), Webber and Fendt-Newlin (2017) and Mynard et al.
(2009) assert the intentionally inclusive structure of TR activities enables social
connectedness and a feeling of belonging and meaningful purpose. Mynard et al. (2009)
argued the crucial role of service providers is to enable inclusivity to promote personal
recovery. Organisation commitment and passion is a key factor in promoting social
inclusion and collaboration and avoiding exclusion and discriminatory practices which
are otherwise seen as significant barriers to mental health recovery (Lamont et al. 2017).
In Chapter Two I described how persons with a lived experience are often faced with life
circumstances that cause distress in which unsupportive social networks can further
amplify psychological symptoms. The social context in which a person is immersed
strongly influences mental health (Tew 2013). Personal recovery, flourishing, subjective
and eudaimonic well-being are predominately supported through connectedness in a
social context (Fenton et al. 2017; Keyes 2007; Tew 2013). In the present study, the
perceived equal distribution of power within relationships, bonds of belongingness and
unified purpose enhanced the social and mental health of the participants. Descriptions of
reduced isolation were attributed to the welcoming, friendly, and inclusive environment.
Being immersed in social and recreation activities enabled strong connections with others
to be formed.

As conveyed in the theme, Connections with nursing students, an inclusive environment
of positive acceptance and kind regard, creates a space for the first voice perspective to
be heard (Hopper et al. 2019; Iwasaki et al. 2018). During Recovery Camp participants
were empowered, if they so wished, to openly share their experiences of marginalisation.
Participants shared their negative memories of mental illness as well as their positive
experiences, with the nursing students. These disclosures occurred as a natural
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phenomenon by the person exercising choice on what they wished to share, when they
wished to share, and with whom. The strength-based approach of Recovery Camp enabled
relationships to develop autonomously. The deliberate use of a strength-based approach
enabled everybody’s contribution, to be valued, celebrated, and encouraged.

Recovery Camp is specifically structured and organised to enable a social milieu which
created deep bonds of belonging and unity. The finding that participants experienced such
a connection, aligns with the study by Wensley and Slade (2012) which found enabling
environments enhanced social interactions and the building of new social relationships
which contributed to forming strong social connectedness. Therapeutic recreation
activities are reported to enhance meaning-making through fostering connection and
belonging (Kyriakopoulos 2011; Lamont et al. 2017; Mynard et al. 2009; Wensley &
Slade 2012). Above all, Iwasaki et al. (2018) asserted that recreation can provide a
contextual environment where people can maintain or promote a meaningful, connected
life with feelings of belonging. All participants described this phenomenon and used the
words, or very similar, to describe the social environment as “like a family”. This
enhanced sense of belonging at Recovery Camp was described as one of the most
important and meaningful aspects because many of the participants described contrasting
experiences of loneliness in their everyday lives.

Although participants described feeling loneliness in their lives, they identified reduced
social isolation during, and following Recovery Camp. Persons with mental illness can
experience social difficulties (Tew et al. 2012). Social isolation can significantly and
negatively influence mental health, exacerbate the severity of symptoms, lower selfesteem and impede quality of life (Bessaha et al. 2019; Newlin et al. 2015). In the current
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study, the perceived reduction of social isolation was identified by participants as
significant and positive for their mental health. This indicates that socially inclusive and
immersive TR programs, like Recovery Camp, which foster and maintain social
connectedness amongst persons with a lived experience of mental illness may assist in
the realisation of recovery.

Image: Recovery Camp

Reduced social isolation held a special meaning for many participants who spoke of being
shy and being socially isolated at home. For example, Neal described his attendance at
Recovery Camp as “one of the best times of my life” and attributed his positive experience
to social inclusion because “everyone was so friendly”, and that it was like “one big
family” where he felt “belonged and accepted.” Magee et al. (2015) identified that
engaging in a team sport for people with mental illness promoted teamwork, unity and
responsibility, client engagement, reduction of stigma and countering social isolation.
Persons with a lived experience report fewer close social connections that persons who
do not have a mental illness (Tew 2012). Since personal recovery, subjective and
eudaimonic well-being occurs within a social context, the quality of interrelationships
and social interaction can either enhance or inhibit recovery (Sweet et al. 2018). In their
own words, and captured in Social immersion-inclusion, participants described Recovery
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Camp as a place that supports and respects individual’s diversity and uniqueness as a
strength, not a difference, and promotes social connectedness through inclusivity.

Participants described the immersive nature of the psychosocial environment as having a
positive impact on recovery. For example, Rowen conveyed how the impact of five days
and four nights worth of socially inclusive activities positively influenced his eudaimonic
well-being and mental health:
People were so encouraging and supportive that it felt like a wonderful place to immerse
myself in. The activities and the social engagement and the connections were made so
easily, and the atmosphere was so positive and joyous and nurturing. (Rowen)

The positive impacts of immersion are recognised by others (Anderson & Heyne 2012;
Nakamura & Csilszentmihalyi 2003). Anderson and Heyne (2012) and Nakamura and
Csikszentmihalyi (2003) discuss the notions of flow and pursuing the state of happiness
by being fully immersed and fully involved in an activity with an energised focus. Flow
is considered as being attentive to the existential aspects of the activity and aids
meaningful engagement (Banfield & Burgess 2013). Total immersion and the flow state
can be supported by external factors such as authentic connectedness with others (Hopper
et al. 2019) and a connectedness with nature-based settings (Anderson & Heyne 2012;
Nakamura & Csikszentmihalyi 2003). As such, the intensive social immersion of
Recovery Camp, as identified by participants facilitated the experience of connectedness
and well-being and is congruent to the notion of meaningful engagement by Iwasaki et
al. (2018). The positive impact of being immersed in Recovery Camp on mental health
recovery and its correlation to the themes of Leisure-induced Meaningful Engagement
with Life is captured by the participant’s narratives. Specifically, Rowen described how
the immersed social environment conveyed the theme of a discovered life through being
exposed to new experiences when he said: “Not in my life have I experienced that sense
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of involvement or compassion.” His words correlates with the theme of a connected life
by Iwasaki et al. (2018) through the connectedness felt from the social immersion “It
enveloped me in so many positive ways.” Rowen’s narrative emulates the theme of an
empowered life in striving in his recovery: “…it did have a profound effect on me and on
my return. It’s what I needed to take the next steps in my recovery process.”

This present study has identified the finding of Social immersion-inclusion is associated
with the realisation mental health recovery through the use of TR and can be mapped to
the themes of Meaningful engagement by Iwasaki et al. (2018). How the theme of the
Enabling environment is further understood is discussed in the following section under
the heading of A safe place.

b) A safe place
The second element of Enabling environment is A safe place. A strong sense of loyalty
and trust was expressed as a result of the purposely respectful and psychologically safe
milieu of Recovery Camp. The words “safe” and “free” were attributed to the experience
of Recovery Camp but in contrast, some participants offered negative accounts of past
traumatic mental health care experiences which had led to mistrust and disengagement
from services. Accounts were also offered of stigmatising responses from family, friends
and the community.

Most of this study’s participants had experienced some form of in-patient mental health
care during their lives and most strongly identified with the presence of psychological
trauma both as experienced prior and during their in-patient admission. This view is
congruent with the literature which reports many persons accessing mental health care
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through in-patient settings have experienced trauma both prior and during their admission
(Muir-Cochrane et al. 2019; Tingleff et al. 2017). The influence of trauma on individuals
can be psychologically overwhelming and can have a pervasive and multifaceted impact
on ways of managing distress and on mental health throughout the lifespan (Isobel &
Edwards 2017).

Bryson et al. (2017) reported that often the model of care delivery and the environmental
design of in-patient settings can have an iatrogenic effect and further exacerbate any
existing trauma. Studies by Bryson et al. (2017); Gerace et al. (2016); Muir-Cochrane et
al. (2019); Tingleff et al. (2017) and Musket (2014) have all reported that the use of
common practices, such as seclusion and restraint, rapid tranquilisation as well as other
coercive measures have increased the likelihood of individuals experiencing retraumatisation and the development of additional and more complex mental health issues.

The existence of iatrogenic trauma was powerfully illustrated in this PhD study by Rowen
who frankly disclosed about his disconnection from services and his mistrust of mental
health nurses resulting from past negative mental health care experiences. His narrative
exemplifies similar accounts from many of the study’s other participants who openly
disclosed similar opinions of dissatisfaction of their care whilst an in-patient and their
desire for trauma sensitive approaches and environments. The setting of Recovery Camp
was far removed from the context of an in-patient setting. Yet for most participants it was
the first opportunity they had where they felt safe enough to discuss their past negative
health care experiences with nurses and undergraduate nursing students. Hence, many
participants freely chose to discuss their negative health care experiences and spoke of
trauma whilst making comparisons of their positive experiences of Recovery Camp. The
264

Enabling environment of Recovery Camp served as a place safe enough for honest,
trusting, and authentic relationships to exist. The Enabling environment offered a more
equitable balance of power and the respectful interactions fostered conversations free
from repercussions and reduced feelings of vulnerability. Kyriakopoulos (2011)
identified the importance of providing a psychological safe place for reflection and
reported on outdoor adventure activities that provided a context for achieving therapeutic
change and enhanced well-being. In the current study, the use of creating a therapeutic
space for authentic expression was described by most participants.

It was deeply meaningful for participants to talk seriously to the nurses and students on
the topic of past negative health care experiences and was further explored by participants
during their individual interviews. Iatrogenic trauma experienced in mental health care
settings as a result of coercive practices when persons are at their most vulnerable, has
led for some, to a lack of faith in mental health services (Musket 2014; Tingleff et al.
2017; Wang et al. 2019). Participant’s accounts captured the vital importance of a trauma
informed approach and creating a safe place to build trust and strengthen the therapeutic
alliance to foster mental health recovery. This was no more evident than when Rowen
disclosed that his traumatic engagement with past services added to “my mistrust of
mental health services so much so I avoided them and society for many years.” The
intentional avoidance of mental health services was also described by most other
participants.

The participants’ perspective of mistrust and disengagement from traditional mental
health care services is reflected in a systematic review and thematic analysis of 26 studies
conducted by Tingleff et al. (2017). The study examined the perspective of persons with
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mental illness who had been exposed to the use of coercive practice in mental health
settings. The findings demonstrated negative perceptions were held of coercive practices,
such as seclusion and restraint, and resulted in a deep mistrust of services and
experiencing feelings of disempowerment and disconnection. The authors of the review
reported the need for mental health care professionals to demonstrate increased
sensitivity, respect and empathy and improved communication skills with a greater
emphasis on de-escalating distress (Tingleff et al. 2017). Similarly, a study by Wang et
al. (2019) found past trauma can cause emotional dysregulation, distorted self-concept
and relationship difficulties, meaninglessness, and existential fears. Another study by
Brophy et al. (2016) consulted with persons with a lived experience of their past negative
health care experiences and identified significant barriers to recovery involving
infringements of human rights, trauma, control, isolation, dehumanization, and exclusion
and being labelled as “not one of us”. This perspective from persons using services is also
supported by Glover’s (2012) account of disempowering health services.

According to Mental Health Australia (2019) the aim of trauma informed services is not
to add to the existing distress of individuals but to instil hope and optimism that recovery
is possible. Trauma informed practice (TIP) is a strength-based framework which is
founded on six core principles namely that of safety, trustworthiness, choice,
collaboration and empowerment and respect for diversity. For example, implementing
collaborative practice involves power sharing between mental health professionals and
those seeking help (Isobel & Edwards 2017; Musket 2014). The purpose of the TIP
approach is to offer discrete interventions and therapeutic environments to reduce the
experience of re-traumatisation by responsive and non-coercive practice (Bryson et al.
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2017). Another means to reduce the impact of trauma is to develop practice which aligns
with the broad principles of mental health recovery (Isobel & Edwards 2017).

In this regard, the findings related to the theme of Enabling environment indicated the
disconnection and disempowerment reported to be occurring in the mental health settings,
to be in stark contrast to the findings of feeling connected and empowered at Recovery
Camp (such as detailed in Meaningful connections). These findings also related to the
notion of meaningful engagement by Iwasaki et al. (2018). As already established, deep
bonds of belonging and unity were intentionally fostered between all attendees regardless
of the existence of a mental illness. Respectful and non-judgmental social connections
were formed both by students and consumer peers. The sense of empowerment and
connectedness resulting from feeling free from judgement aligns with TIP and is
illustrated by participants who described feeling psychologically safe and liberated.
Phoenix said, “Here, I am safe and feel free.” Narrative such as this conveys the themes
of an empowered life and a connected life (Iwasaki et al. 2018).

The participant’s narratives highlight the therapeutic benefit of openly discussing past
trauma in a psychologically safe space with trusted people. Participants felt validated,
liberated and empowered from sharing. Personal sharing was honoured by the student
nurses and peers and participants were able to make sense of the past experiences and
were supported in their meaning-making. Wang et al. (2019) suggests that using a
strength-based approach to draw upon the person’s inner resources enables post-traumatic
growth with the transformation of self through self-acceptance, self-exploration, selfworth, and self-fulfilment. The notion of the transformational effect of meaning-making
whilst participating in TR in a psychologically safe and non-traumatising environment is
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exemplified by Rowen. “You and the others being mental health nurses was vital to that
development of trust.” Participant’s described discovering a new perspective of nurses
which is illustrated by the following quotation from Rowen, at Recovery Camp nurses are
“ordinary people doing extraordinary things.”

Delivering interventions and activities for persons who are mistrusting of services and
often considered hard to connect with, are essential to promote help seeking behaviours
(Australian Productivity Commission 2020b; Glover 2012). This study has established
that meaningful connections and engagement were made through the use of TR and
shared learning. An important finding is that the use of TR activities can provide a space
in the context of recovery from trauma and is further substantiated by research by
Kyriakopoulos (2011) and Arai et al. (2008).

Furthermore, the significance of the participants sharing their expertise of mental health
to influence the students’ learning was also identified to be linked with accounts of past
traumatic health care experiences. In this instance, Rowen expressed a deeper connection
and a renewed perspective of nurses through his role of educating the nursing student’s
learning.
Having the opportunity to have an impact on the nurses learning at the university also
built my faith in there being a more compassionate future nursing workforce. Because
they listened to me and they were so respectful and kind that led me to believe they will
not repeat the horrendous care I have witnessed and been subjected to. I learnt to trust
you at Recovery Camp and in this way, I have opened myself to up to trusting more mental
health workers in the community. (Rowen)

The sentiments embedded within the quotation above, which is indicative of many
participants thoughts link to Iwasaki et al. (2018) constructs of Leisure-induced
Meaningful Engagement with Life. The use of TR to connect with people and enhance
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recovery is clearly shown in participant’s narratives when they expressed a restoration
which transcended negative experiences to maintain a more composed and meaningful
engagement in life. In this regards the narratives reflect the theme of a composed life
(Iwasaki et al. 2018). This shift for Rowen stemmed from his strong need to be connected
to people after many years of disconnection and conveys the theme of a connected life
(Iwasaki et al. 2018). This shift to connectedness is a feature of recovery substantiated by
Glover (2012) and Leamy et al. (2011). The context of Recovery Camp provided the
acceptance, respect, and compassion that participants dearly yearned for. In this milieu,
participants described who they were able to feel safe enough to reflect upon their lives
and this correlates with theme of a discovered life.

c) New sense of self-identity
The Enabling environment enhanced the participants’ identity through their adoption of
new social roles. The element of A new sense of self-identity evolved from the participants
progression towards renewed identity from past self-stigmatised perceptions of self. The
deliberate strength-based approach of Recovery Camp enabled participants to discover
new strengths and attributes, so they no longer viewed themselves within the confines of
their mental illness. Stemming from increased self-awareness and acceptance,
participants described a more positive and adventurous identity. Some participants
adopted a leadership identity during team activities whereas others led groups and most
co-facilitated the nursing students’ learning. These aspects align with the redefinition of
a positive identity as proposed by Leamy et al. (2011) as a process of personal mental
health recovery. Stumbo et al. (2015); Woodford et al. (2017) and Fenton et al. (2017)
claimed engagement in TR has a positive influence on self-identity for individuals with a
mental illness through enhanced community integration. A study conducted by Bizub et
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al. (2003) found that the use of horseback riding for persons with a mental illness who
were in-patients and revealed a transformation of identities from being viewed as patients
to that of horse riders resulting from competency and mastering the activity.

The perspective and understanding people have about their mental illness is referred to as
an illness identity (Goffman 1963). Stigmatising societal perspectives of mental illness
have been conceptualised as weakness of character or a ‘spoiled identity’ (Goffman
1963). Corrigan et al. (2014) reported persons experience feelings of deep shame from
being diagnosed with a mental illness. The assumptions of symbolic interactionism and
self-reflexive appraisal can explain the interrelationship between stigmatising societal
perspectives, self-views and the influence on self-identity (Marcussen et al. 2019). Selfidentity is developed from the way an individual images how they are viewed by others
resulting from their perceptions of social interactions and imaging what society’s
perspective is of themselves (Corrigan et al. 2014). Individuals can perceive themselves
as devalued by a society, or a community, that does not recognise and accept the needs
of persons with mental illness. The negative consequences on self-concept results in
excessive self-criticism and judgement for being unable to meet societal norms and selfimposed expectations (Marcussen et al. 2019; Rüsch et al. 2014). According to Goffman
(1963) and Corrigan et al. (2014) exclusively viewing oneself through the lens of a
stigmatising illness can impact negatively on self-esteem and self-worth and increase
psychological distress. Marcussen et al. (2019) claimed having a stigmatised identity
influences behaviours and social interactions that reinforces a cycle of thoughts, feelings
and actions and perpetuates a self-fulfilling prophesy.
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Glover (2012) identified this phenomenon as a passive sense of self and is due to
disempowerment and being unable to take control of one’s life. These negative aspects
can become internalised with feelings of hopelessness, helplessness, and disconnection
with others. Given the pervasive nature of societal stigma and self-stigma, overcoming
the impact of stigma on identity is a major challenge for the person with a lived experience
and can impede personal recovery (Corrigan et al. 2014; Marcussen et al. 2019). Iwasaki
et al. (2018) contends the strength-based focus as opposed to a deficit focus, of social
recreation provide opportunities to view oneself as an alternate identity. Indeed, the
participants in this present study described positive perceptions of their identity which
represented health, well-being, empowerment, flourishing and growth. Participants said
they were less likely to be admitted to a mental health unit since their continued
engagement with Recovery Camp:
I haven’t had an admission since the time I started Recovery Camp. So, I was averaging
an admission a year at least for the last seven years. Even more than that, two or three
admissions a year. But something about Recovery Camp has clicked in to make me feel
really positive about the future…like I mean there is hope and other people have had a
similar situation. (Sam)

Image: Recovery Camp
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Carless and Douglas (2008) found that through undertaking physically and challenging
recreation activities, persons with a lived experience developed an athletic and/or an
adventurous identity and gained a sense of valued occupation. Iwasaki et al. (2018)
proposed the notion of a discovered life which refers to a life demonstrating the unique
strengths and personal attributes, of which identity is a core component. Iwasaki et al.
(2018) discussed an enhanced identity which encompasses a sense of subjective inner
wholeness and involves self-discovery in the pursuit of happiness, flourishing and a
meaningful life. Indeed, participants of the present study exemplified adopting new
perceptions of themselves as more athletic and adventurous. For example, Imogen
illustrated a more athletic and adventurous identity in her narrative when she said “I have
rediscovered the outdoor life and getting back into nature with camping, and, riding the
bike again after so many years. I swim, do yoga and mindfulness regularly.’’ Participant’s
narrative depicted all the themes attributed to meaningful engagement (Iwasaki et al.
2018), self-determination (Ryan & Deci 2017) and flourishing (Anderson & Heyne
2012).

Image: Recovery Camp

Furthermore, Iwasaki et al. (2018) considers recreation as a means to enhance identity as
it promotes self-awareness; self-expression and meaning-making. Ariss and Lacroix
(2019) also found self-expression as a way of making meaning in life activities to
facilitate personal discovery and self-realisation amongst other studies (De Vries &
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Feenstra 2019; Gallant et al. 2019; Mata-Codesal et al. 2015; Wensley & Slade 2012).
Self-expression was evident in the findings of this current study and is identified under
the element of Tell it like it is. Mindful endeavours, reflective self-appraisal and selfawareness are important aspects of identity encompassed within the theme of a discovered
life (Iwasaki et al. 2018).

Acceptance can be defined as having positive regard for oneself (Sánchez et al. 2019).
Wang et al. (2019) contends that acceptance of one’s identity can lead to increased hope
and self-esteem. The social inclusive and enabling environment of TR programs can instil
a climate of acceptance (Hopper et al. 2019; Mynard et al. 2009). The warm and
supportive social interactions during Recovery Camp enhanced feelings of selfacceptance.

The ethos of Recovery Camp created a deliberate shared distribution of power by offering
opportunities and encouragement for persons with a lived experience to act in leadership
roles. As discussed earlier in the chapter, all the participants adopted the role of educators
during Recovery Camp which had a positive and significant impact on their identity.
Some of the participants acted as leaders of the group activities such as the art and crafts,
tai chi, qigong, lived experience sessions and evening trivia night. Participants developed
leadership skills through the team challenges and/or had opportunities to act as natural
leaders within the social context and team activities due to their personality traits. Harry
spoke of the opportunity he had taken to facilitate a qigong group during Recovery Camp,
and the self-worth related to that. His words identify his discovery of his potential to be
a leader and being empowered to share his strengths to benefit himself and others.

273

Contemporary mental health care services and TR services who are committed to the
recovery-oriented approach have acknowledged the necessity of persons with a mental
illness working in partnership in leadership roles (Lauckner et al. 2018). Some of the
reported benefits are increased social inclusion, autonomy, and empowerment from being
actively engaged in their wellness and developing an appreciation from their involvement
in the community. Concurrently, mental health and TR services gain important and
authentic insight from understanding the first voice perspective. Utilising the skills,
strengths and potential of persons with a lived experience and incorporating these insights
into the design and instigation enabled TR projects to be meaningful for the users of the
service (Lauckner et al. 2018). These forms of leadership, positive roles and collaboration
combined with the benefits from contributing to the Recovery Camp program is evident
from the participants narratives. Similarly, most of the participants who regularly attend
Recovery Camp perceived their role during the camp as their “job”. Carless and Douglas
(2008) identified the use of TR fulfilling the need of meaningful occupation. Stigma,
discrimination, and inequity can reduce opportunities for persons with a lived experience
gaining meaningful and paid fulltime occupation. This lack of opportunity is
disempowering and impacts on self-worth, self-esteem and identity (Sánchez et al. 2019).
Volunteering work and TR are some alternate avenues for individuals to be gainfully and
purposefully occupied in meaningful ways (Sánchez et al. 2019). The opportunities for
leadership during and following Recovery Camp fostered meaningful occupation.

d) Connections with nature
Connections with nature represents a special connection between participants and the
ecological setting in which the recreation activities were based. From the recent existing
literature four broad holistic paths are reported to positively influence mental health and
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well-being with exposure to nature settings (Korpela et al. 2014; Nutsford et al. 2013).
Firstly, studies by Korpela et al. (2014); Picton et al. (2020) and White et al. (2016)
claimed that having an appreciation of nature enhances subjective well-being for persons
with mental illness. Choe et al. (2020), Anderson and Heyne (2012) and Iwasaki et al.
(2018), proposed that an appreciation of the natural surroundings enables the savouring
of positive emotions which is a key component of mindfulness. Secondly, engaging in
physical activity in natural surroundings can improve a positive mood and reduce
psychological distress levels (Astell-Burt et al. 2013; Barton et al. 2012; Gascon et al.
2015; Nutsford et al. 2013). Thirdly, opportunities for social connectedness are enhanced
and can improve mental well-being (Dadvand et al. 2016; Fenton et al. 2017; Woodford
et al. 2017). A study by Woodford et al. (2017) indicates engagement in wilderness
therapy has positive impacts on mood, social skills and coping skills. Similarly, studies
by Gascon et al. (2015); and Nutsford et al. (2013) reported improved mental health from
exposure to nature whilst undertaking recreation. Finally, nature settings can be perceived
as having a protective association with mental health and reduces mental fatigue by
providing restoration and a distraction from stressful activities and reduce mental fatigue
(Barbaro & Pickett 2016; Gascon et al. 2015; Kaplan 1995; Nutsford et al. 2013).

Participants of this study said that the natural surroundings engendered a sense of intrinsic
goodness, freedom, and liberation. This appreciation and positive emotional response are
considered by Barbaro and Pickett (2016) where high levels of emotional restoration
occur from positive perceptions of nature. Furthermore, this positive perception evokes a
sense of connectedness with the natural world (Barbaro & Pickett 2016; Picton et al.
2020).
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Image: Recovery Camp

In this study undertaking TR in specific locations in the woodland bush setting of
Recovery Camp evoked a special connection with nature. Participants described
undertaking art by the river, walking along the riverbank, orienteering, undertaking the
flying fox (zipline) and sitting by the campfire were some of the locations which
generated pleasure and psychological well-being. The setting acted as an Enabling
environment that evoked positive emotional states, mindful endeavours and meaningmaking process. These key functions are essential components of subjective and
psychological well-being (Anderson & Heyne 2012; Barbaro & Pickett 2016). The type
of positive emotions frequently attributed by the participants to the setting were calmness,
mindfulness and balance. Choe et al. (2020) contends a state of mindfulness with a
heightened awareness and focussing attention to the present moment can be intensified
by a connectedness with nature. The environment at Recovery Camp was regarded as a
serene and tranquil place which evoked emotional states of calmness and tranquillity and
individual contemplation. Iwasaki et al. (2018) describes mindfulness as generating
positive or pleasurable emotional states such as joy, happiness and gratitude.
Mindfulness, appreciation and savouring the pleasure of being in nature was elucidated
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by Mary: “The river walks were lovely too. I go for bush walks at home and walks to the
beach which calms me. It’s my mindfulness.”

Image: Recovery Camp

Mindfulness is a conscious state of openness which enables individuals to display
attentive awareness of their inner state and/or the outside world (Chang et al. 2018). The
existing literature indicates that mindfulness has a positive for psychological well-being
because people with well-developed levels of mindfulness are more likely to be selfaccepting and undertake positive reappraisals of their lives (Chang et al. 2018; Garland
et al. 2017). According to Anderson and Heyne (2012) mindfulness is closely connected
with recreation pursuits. Mindfulness can serve as a meaningful form of reflective form
of engagement, as well as enhancing pleasure. When Cherise stated “We all need time
out for that, gentle reflection and the river set the scene, allowed it to happen like a stage,
a backdrop” this indicated the river location provide a setting for mindfulness and gentle
reflection.
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Image: Recovery Camp

Ulrich et al. (1991) claimed calm and refreshed emotional states indicate the restorative
benefits of the psychological mechanism of relieving stress. Kaplan (1995) proposed
excessive concentration can lead to mental fatigue and that engagement and connection
in nature effortlessly restores cognitive attention. The notions of restoration from stress
and improved cognitive attention compliments that proposed by Anderson and Heyne
(2012); Choe et al. (2020) and Iwasaki et al. (2018) which purports that mindful
endeavours enhance subjective and eudaimonic psychological well-being. The
participants of this PhD study expressed their connectedness with nature which enhanced
the savouring of positive emotional states also allowed for composed reflection.
Participants expressed a peace of mind, a tranquil state, which enabled them the
opportunity to make sense and attribute meaning of their TR experience in relation to
their mental health and personal growth. The meaning-making processes of mindful
activities and savouring of positive emotions are described by Iwasaki et al. (2018) as key
components of experiencing a joyful, connected and composed existence. The
interrelationship of these three themes of a joyful, a connected and a composed life by
Iwasaki et al. (2018) are evident from participants’ narrative concerning their
connectedness with nature.
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A connection with nature had a synergic influence on the desire to pursue recreation
activities following Recovery Camp. For example, Laura demonstrated enhanced
psychological well-being and identity in her narrative when she said, “It’s about where
you are and how that influences how you think and feel.” She explained that mentally she
is “not always in such a beautiful place which is why I go for walks to put myself in a
beautiful place.” Laura described how nature was as an integral part of the activity when
she said, ‘are about being on trees, using nature, really using the space to be well.” Carless
and Douglas (2008) discussed how participation in TR can promote an athletic identity.
Through using the natural setting some participants resolved to become more physically
active.

The emotional state of feeling “energised” and “alive” described by the participants
indicate a level of vitality. Ryan et al. (2010) consider vitality as a mental and physical
energy and is experienced as a form of enthusiasm, aliveness and/or a calm composed
energy. In this PhD study, it was evident from the participant’s descriptions they
experienced both a high level of energised vitality and a lower level energy state of
calmness.

In summary, the nature-based setting exerted a synergic influence on the participants to
enable and restore subjective and psychological well-being and mental health. The social
interactions and social inclusion were greatly enhanced by the ecological setting. For
many persons attending Recovery Camp, interactions with peers and nurses had
previously only occurred in hospital settings or within confined built spaces. The presence
of “no walls” and “no fishbowl” were described as a liberating experience which allowed
for authentic relationships to flourish. On a psychological level, participants described
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the nature-based setting as enabling the savouring of positive emotions, experiencing
restoration and vitality, and promoting mindful endeavour and composed reflection. The
connectedness with nature fostered meaning-making and the increased ability to identify
personal strengths and preferences. Participants discovered a renewed sense of self and
were more intrinsically motivated to set new and meaningful goals and to purposefully
sustain those goals following Recovery Camp.

Meaningful connections
The core essence of meaning, Meaningful connections, comprised of four distinct yet
interrelated and concurrent themes that are attributed to the meaningful benefits perceived
by the study participants in relation to their psychosocial well-being and mental health
recovery. The Enabling environment exemplified the crucial underlying ethos and
organisation of the TR program that was intentionally structured to create the foundation
in which all themes and elements could emerge. This study has identified the deeply
meaningful sense of connectedness that persons living with a mental illness experienced
during and following their engagement with Recovery Camp. Meaningful connections
encapsulate aspects of personal mental health recovery and the enhanced sense of social
justice and social freedom, enhanced sense of subjective and eudaimonic well-being and
psychological growth and renewed sense of identity through social inclusion and
immersion amongst other benefits. Figure 21 reminds the reader of the interrelationship
of the core essence of meaning with the related themes.
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Connections
with nursing
students

Mentoring
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Meaningful
connections

Connections
with myself

Enabling environment

Figure 21: Core essence of meaning and related themes
Ryff (2014) claims that meaningful engagement and connectedness in life, are some of
the neglected aspects of positive functioning. Similarly, Seligman (2011) suggested key
resources vital for eudaimonic well-being are that of purposeful engagement and
connectedness in an activity that is perceived as meaningful and the optimistic view that
life has meaning. As such, the overall positive perception of the core essence of meaning,
Meaningful connections, that was formed from the regular attendance, engagement and
connectedness with Recovery Camp is exemplified by Rory when he concluded “Without
it I would sink and fall through the cracks” and it was “just what I needed to turn myself
around”. His involvement with Recovery Camp commenced after many years of hospital
in-patient admissions and after many years of feeling disempowered about his mental
health and struggling with the impacts of his mental illness. Yet, Rory explains his regular
attendance at Recovery Camp has fulfilled many of his needs for realising mental health
recovery that other services had not. He described many connections that were deeply
meaningful to him. Indeed, narrative’s such as Rory’s can be mapped to all the themes of
Leisure-induced Meaningful Engagement with Life by Iwasaki et al. (2018).
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Participants expressed deeper meaningful connectedness which reflects the theme of a
connected life (Iwasaki et al 2018) when they explained their experiences of selfawareness. Rory is an example of this and described being at Recovery Camp as enabling
“understanding myself more deeply and more understanding of others.” He continued to
explain a sense of self-discovery and personal growth: “I learnt so much and I love getting
out of my comfort zone” which relates to the theme of a discovered life and overcoming
challenges (Iwasaki et al. 2018). Participants described their commitment to their mental
health as strengthened due to their participation at Recovery Camp, a concept that aligns
with the theme of a composed life of meaningful engagement (Iwasaki et al. 2018). The
numerous Meaningful connections that participant’s experienced have resulted in a
perception of a more hopeful and optimistic future living with a mental illness. In this
regard, participants attribute their regular attendance at Recovery Camp as deeply
beneficial in building confidence to overcome the barriers of realising recovery.

Similarly, Rowen’s narrative also conveyed the core essence of meaning, Meaningful
connections and encapsulated the overall benefit to mental health from participation at
Recovery Camp. Rowen’s account of his experience of Recovery Camp reflect the
importance of interventions reaching out to people who experience serious mental illness
to reduce their psychological distress and loneliness. He shared his need regarding
Meaningful connection and the positive impact on his well-being from forming
connections with nursing students and his peers in a supportive environment: “I was
hungry for the positive interaction, so it was a complete joy to be accepted and respected
for being me.” Accounts such as this relate to the overarching theme of the framework of
Leisure-induced meaningful engagement with life (Iwasaki et al. 2018). Participants’
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words relate to the theme of A connected life by Iwasaki et al. (2018) from their
experience of positive and respectful interactions.

This present study has found and discussed the positive impact of a TR program, from
the perspective of persons with a lived experience of mental illness. The experience of
TR contributed to the participants’ sense of social connectedness and social inclusion;
engaging in meaningful and purposeful activities; sharing the lived experience to reduce
stigma and support peers. The sense of personal growth, hopefulness and empowerment,
increased confidence and mastery, savouring of positive emotions also had a positive
influence of personal mental health recovery. The supportive environment enabled these
benefits to be realised. Indeed, it was by the overall experience of Meaningful
connections that this impact was realised.

Image: Recovery Camp

Chapter summary
This chapter has comprehensively examined the findings described in the previous
chapter and provided an in-depth exploration by drawing upon established theoretical
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frameworks. The discussion provided a contextual and conceptual understanding of the
use of TR to enhance personal mental health recovery. Literature was examined from
many domains of understanding and added strength to the interpretative analysis of the
participants words and meaning. The theoretical discussion demonstrated how I have
addressed the aim of this research, by encompassing the existing knowledge of personal
mental health recovery and TR with the first voice perspective of the study’s participants
of their TR experiences and realisation of mental health recovery.

The next chapter will conclude the thesis. It will summarise the key points of the findings
and discussion. It will also provide recommendations for research and practice,
extrapolated from this study. This thesis will end with a final reflection by myself on my
journey over the last four years whilst undertaking this study and the personal impact of
my engagement with Recovery Camp.
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CHAPTER SEVEN
CONCLUSION
Introduction
The aim of this present study was to explore how persons with a lived experience realise
their recovery through the use of therapeutic recreation (TR). The use of TR was posited
to act as a conduit to foster personal mental health recovery (Fenton et al. 2017; Lamont
et al. 2017; Moxham et al. 2017; Woodford et al. 2017). Further investigation was needed
to gain insight and understanding on the first voice perspective of their TR experiences
in relation to their mental health (Fenton et al. 2017; Lauckner et al. 2018).

This thesis reports on the research study undertaken and has consisted of seven chapters.
Chapter One introduced the line of enquiry and outlined the aim of the study and provided
the underlying rationale to establish the research question. Chapter Two presented the
background knowledge and existing evidence to elucidate the underlying influences on
mental health for participants and the significant impact of having a mental illness.
Following which Chapter Three examined the existing literature on the topic of TR to set
the scene upon which this study is based. A detailed description of the specific contextual
setting of the TR program, known as Recovery Camp, was also provided in Chapter Three.
The research design including the underlying methodological approach and the methods
used to conduct the study were explained in Chapter Four. In Chapter Five the findings
derived from the study were reported in depth and a discussion of these findings based on
the relevant literature was presented in Chapter Six. Congruent to the principles of new
interpretative phenomenology (Matua & Van Der Wal 2015) the discussion was an
exegesis of the participants actual words and elicited relevant theoretical frameworks to
form a critical explanation and a deeper understanding of the phenomena. The participants
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words were reported throughout in both Chapter Five and Six to represent the
interpretation and enhance authenticity and trustworthiness.

This final chapter summarises the aim of this study, and how the findings contribute to
the existing body of knowledge in this field. The strengths and limitations of the study
are explored. Recommendations for research and the practical implications also are
discussed and what then concludes the thesis is my final reflection.

Contribution to knowledge
The current study has contributed to knowledge acquisition by using a comprehensive
qualitative methodological approach which both revealed and fore fronted the first voice
perspective and explored the participants’ personal TR experiences in depth. The findings
are congruent with the exiting literature on personal mental health recovery combined
with the literature drawn from psychological well-being, positive psychology, and TR.
The study has predominately drawn upon two theoretical frameworks and notions of
recovery processes in relation to a TR experience known as Recovery Camp. The first
framework (Leamy et al. 2011) and notions of the recovery processes (Glover 2012)
related to overall personal mental health recovery were described in detail in Chapter
Two, whereas the conceptual framework specifically related to the context of TR by
Iwasaki et al. (2018) was provided in Chapter Three. These frameworks and notions of
the recovery processes are:
a) Glover (2012) Self-Righting Star® of Recovery
b) Leamy et al. (2011) CHIME framework of recovery
c) Iwasaki et al. (2018) Leisure-induced Meaningful Engagement
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Other complimentary theoretical constructs from the literature were also explicated to
establish the numerous benefits to recovery, subjective and eudaimonic well-being.
Specifically these constructs relate to flourishing (Anderson & Heyne 2012; Keyes 2007;
Nakamura & Csikszentmihalyi 2003), Self-determination Theory (Ryan & Deci 2017),
Leisure and Well-being Model (Hood & Carruthers 2016a), ecological induced
restoration, vitality and stress reduction (Anderson & Heyne 2012; Kaplan 1995; Ulrich
et al. 1991) and mindfulness (Choe et al. 2020; Hood & Carruthers 2016a).

Discussion of the above frameworks and processes clarified the domains of personal
mental health recovery and TR notions of Meaningful engagement and are especially
relevant to the current study. The findings drawn from the interviews from the current
study were conceptualised with the polarities of the Self-Righting Star® of Recovery by
Glover (2012). Participants used the occasion of the interview for mindful reappraisal and
discussed their personal recovery journey in relation to their subjective, psychological
well-being and social health. Glover (2012) refrains from using the term framework or
model but considers recovery as a unique and personalised journey. Her notions were
drawn upon in this thesis to map participants’ personal accounts of recovery and are
illustrative of the movement from one state of mental health to a more positive state of
mental health. Glover’s (2012) notions were deliberately chosen as they reflect the first
voice perspective and personal expertise generated from her own lived experience of
mental illness.

The CHIME framework by Leamy et al. (2011) also described and integrated throughout
the thesis, is commonly used in mental health care settings and reflects the service
recovery-oriented approach to personal mental health. Leamy et al. (2011) considers
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social health as a crucial aspect of personal mental health recovery. As such, the CHIME
framework is considered pertinent as the social relationships and social connectedness
held a strong sentiment to participants in enhancing their mental health and psychological
well-being.

In addition, the theoretical framework by Iwasaki et al. (2018) likewise strongly relates
to the contextual setting of TR and is particularly pertinent to the overall discussion of
the core essence of meaning, Meaningful connections. Iwasaki et al. (2018) contends
TR are freely chosen, purposeful activities, which can actively engage people to form
meaningful and purposeful connections. Recreation is a key domain of life where persons
can seek to attain valued meanings in varied ways with multiple benefits (Iwasaki et al.
2018). Iwasaki et al. (2018) identified some of the benefits as positive personal and social
changes, subjective and psychological well-being, and liberation amongst others.

The thorough examination that this PhD thesis presents, of the experiences of persons
living with a mental illness on how TR enhances their mental health recovery contributes
powerfully to a knowledge gap. This is an important area of research as very few studies
have examined in detail this line of enquiry from the first voice perspective on naturebased TR settings. Specifically, this study has addressed the sparsity of research revealing
the perspectives of persons with a lived experience of being an educator and using their
expertise by experience in non-traditional academic settings.

Key points
The overall perception of participating in TR reflected positive shifts in mental health
recovery and forming meaningful connections. Specifically, it was evident that the
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adoption of the role of educator by experience was particularly crucial in aiding
participants improve their social capital and mental health, both collectively and
individually. Additionally, each TR activity (bush dancing; wall climbing, being in nature
and so on) operated as a conduit to allow people to reconnect with others in the process
of shared learning, strengthening confidence and resilience, and ultimately facilitating
liberation and empowerment. Fundamentally, this instilled hope and developed
friendships, lessened social isolation and social exclusion. The manner in which Recovery
Camp was structured and delivered, incorporated many of the enabling concepts of a
strength-based approach in which participants reported as meaningful and beneficial in a
multitude of ways. Individuals were able to choose their activities, either in a group or
independently, yet consistently moving towards a united goal.

Strengths and limitations of the study
All research has both strengths and limitations, and this study remains no exception. The
study has generated a qualitative evidence-base and represents a person-centred approach
to mental health research (Moreira & Souza 2017). A qualitative approach to research
respects the subjective perspective of human beings and the individuals’ unique
experiences. New interpretative phenomenology is well suited to revealing the lived
experience of persons with a mental illness of their subjective perspective of a TR
program and as such is considered a strength of the study. The benefit of listening to the
participants first voice perspective are many (Moreira & Souza 2017). A qualitative
stance to research acknowledges and validates the persons’ expertise by experience and
directly shapes the research findings (Earle 2010; Moreira & Souza 2017). Indeed, the
use of semi-structured individual interviews for data collection has reported psychosocial
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value for marginalised and stigmatised persons as their voices are heard and believed
(Gallant et al. 2019; Lauckner et al. 2018).

In the current study, none of the persons invited to be interviewed declined, and all spoke
of their appreciation and a greater confidence from being asked to contribute to research.
Participants freely shared their worldview and effortlessly made linkages of their personal
mental health with the global understandings of mental health recovery. A strong
altruistic desire to contribute to the philosophy of Recovery Camp and make a difference
through research was observed. This may have influenced the enthusiasm of the 25
participants who individually shared their TR experiences. Yet, the expressed enthusiasm
during the interviews reflect the existence of a social dynamic of inclusion and belonging
to a united community committed to a purposeful and worthy cause. Similarly,
Darongkamas (2011) noted that the interview space affords participants the opportunity
to express themselves passionately about an intervention that is personally meaningful
and as such can become an empowering space.

A recognised limitation of qualitative research is the potential for subjective bias whereby
participants report their experiences in socially acceptable terms rather than sharing their
insights authentically (Mackieson et al. 2019). In this regard, the relationship with the
researcher can mitigate this limitation. The study’s participants had already formed a
long-term therapeutic and trusting relationship with myself from both my roles as a group
facilitator at Recovery Camp and as a registered nurse in other mental health settings.
During my attendance at Recovery Camp for over eight years I have become a wellknown team member and am generally perceived as non-threatening and non-judgmental.
A strength of my research interview technique is using my somewhat gentle and
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unassuming approach, which enabled people to feel comfortable enough to share more
honestly. Indeed, participants spoke of how the opportunity of the interview enabled them
to openly share and reflect upon their experiences as an added benefit to their mental
health recovery.

Another limitation of the study was the use of a purposive sample of 25 people and hence
the findings may not represent all of the views of the individuals who attended the
intervention. Recovery is a unique personal experience and how each individual
perceived these themes were unique to their own lives and stories. I recognise that each
of the participant’s own history and past experiences have the potential to influence their
engagement with, and the outcome from, the TR program and subsequent study.
However, persons who have been diagnosed with differing mental illnesses were invited
to participate to allow for a broad range of perspectives. The diversity of diagnoses thus
presented a broad overview of the lived experience rather than directly focusing on a
specific mental illness. Additionally, most participants attended Recovery Camp from one
geographical region in NSW (Illawarra and Shoalhaven districts located on the South
Coast) which can additionally limit the generalisability of the findings. I also did not take
into consideration the influence of the TR program in comparison to a group who
experienced no intervention or an alternate intervention. It was never my intention to
generalise the findings or use comparison cohorts because is it an exploratory study of a
specific TR program. Hence, there was a strong focus on how it was experienced by the
study’s participants and there exists many precedents for study of particular TR programs
such as this (see Lamont 2011; Howarth et al. 2018; Mason and Holt 2012).
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As previously conveyed, comparative studies have been undertaken of the TR program
by Patterson et al. (2016) and Taylor et al. (2017). Both studies used comparison cohorts
of persons who attended the TR program alongside those who did not and demonstrated
improvements in perceived control (Patterson et al. 2016) and perceived choice and selfawareness (Taylor et al. 2017) for participants attending the five day program after three
months compared to those who did not attend. Yet, these two studies did not examine the
ecological influences of nature-based TR. That being stated, additional studies could
compare a nature-based TR program with more traditional mental health interventions.
However, it is worth stating the complexity of forming comparisons in a context with
numerous variables that involves more than simply being ‘inside’ compared to being
‘outside’.

Steps were taken to increase the credibility and trustworthiness of the findings and further
mitigate any limitations. These steps included adherence to the chosen methodology of
van Kaam’s Psychophemenological method; creating an audit trail and the use of
researcher triangulation (Earle 2010). Another limitation of new interpretative
phenomenology is that the author’s perspective becomes immersed in the analysed
findings (Earle 2010). Hence, my personal and professional worldview may have
influenced my interpretation of the meanings of the participants’ descriptions. The strong
interrelationship of the themes and elements may have caused me to focus discussion on
one benefit to the detriment of clearly discussing another linkage with the existing
literature. Researcher predisposition is to be expected in this form of research
methodology and I have endeavoured to use researcher reflection throughout to
acknowledge my values and closely examine my perspective influencing the
interpretation. To further mitigate the limitation of researcher bias I have regularly
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collaborated with my PhD supervisors and discussed the emerging findings with
colleagues and academics and have presented the findings at numerous conferences, both
nationally and internationally. Importantly, I have consulted with a group of ten persons
with a lived experience who attended Recovery Camp on the findings and received
positive feedback. This reflexive and collaborative approach has reduced any researcher
bias and greatly assisted in further refining the themes. For example, the benefit of
discussing trauma with the undergraduate students in a psychological safe environment
were viewed as highly therapeutic to consumers’ personal mental health recovery.

Implications for future research
An interesting finding drawn from the current study was the participants’ perception of
reduced hospital admissions related to greater self-agency since their continued
participation in Recovery Camp. Indeed, Howarth (2018) surmised that nature-based
recreation can be located within a community General Practitioner (GP) referral
framework, also known as social prescribing. The author contended participation in
community-based and non-medical organisations can influence a 20-21% reduction in
hospital emergency department presentations, outpatient appointments and in-patient
admissions (Howarth 2018). Similarly, Dayson et al. (2016) reported this reduced reliance
on hospital-based services can equate to a potential cost savings of just under two pounds
sterling for every pound sterling invested. As such, some of the findings drawn from the
current study suggested participation in the TR program led to psychological and mental
health gains and reduced the perceived need for hospital-based mental health care.
Likewise, the study involved interviewing both new attendees and those who regularly
returned to successive Recovery Camps. It was observed the meaningful connections
expressed from returning participants specifically reflected the educators, mentoring and
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leadership roles they had adopted during and following Recovery Camp. It is
recommended that these findings relating to enhanced self-agency, and of the reduced
need for hospital-based services be investigated further with a longitudinal study with
rigorous testing to substantiate this assertion.

A pleasing outcome of the study was that the views of the participants have continued to
inform evidence-based research on Recovery Camp. As part of the research process, one
participant expressed an interest in being involved in research and has since undertaken
a mixed methods study on participants’ strategies for staying well (Tapsell et al. 2020).
The participant was an active member of the research team and collaborated with
consumers using surveys and focus groups to draw upon the collective expertise by
experience to develop a brochure on staying well. It is envisaged that more persons with
a lived experience will continue to act as co-researchers in generating the evidence-base
on Recovery Camp. This research approach will consolidate the collaborative and
leaderships roles already being adopted and empower the first voice perspective to further
shape the delivery of Recovery Camp.

The findings revealed therapeutic recreation provided the contextual setting for numerous
meaningful connections to be made. A specific key area of inquiry would be to investigate
what forms of TR activities can generate the benefit of a stronger sense of meaning than
other forms and under what circumstances. For example, an interesting element revealed
from the findings was the enabling impact of nature-based settings on mental health
recovery. Research should focus more explicitly on the valued role of nature as a resource
for mental health recovery. From a critical socio-psychological perspective, it is
recommended that research examine how nature-based TR programs interconnect with,
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or reveal social, cultural, spiritual and structural dynamics. Considering the TR program
explored in this current study focussed on a varied program of nature-based TR activities,
future research could examine on further determining what characteristics of nature-based
outdoor activities were beneficial for those who participated.

Nevertheless, it is necessary to consider that the benefits to mental health are not entirely
associated to TR activities that occur in nature-based settings. The positive influence on
mental health and psychological well-being of creative art programs delivered in
community-based settings have been well documented. For example, Ariss and Lacroix
(2019) surmised that numerous therapeutic benefits were obtained from the delivery of
community-based art and crafts sessions for vulnerable groups. With consideration of the
current findings of this study, it suggests that connection with nature-based TR programs,
through the sense of self-determination and accomplishment that these activities provide,
and the meaningful social connections made during the activities act as key functions in
the recovery process.

Practical implications
The research findings can be used to guide the delivery of innovative, collaborative,
person-centred TR programming in community-based mental health settings. TR has
been shown to positively influence mental health through increased opportunities to
enhance social and psychological well-being. As such, the participants’ perspectives were
very positive, and they all expressed important shifts in their attitudes resulting from only
five days of immersive recreation that focused on the person’s strengths and being
socially included. There were important benefits to social health that encompassed the
complex multiple forms of social interactions, for example: forming and sustaining
295

friendships; mentoring peers; supporting one another and belonging to a community of
like-minded people. Given the magnitude of stigma being the greatest deterrent to full
social inclusion in the community, this study has demonstrated that TR programs are
socially inclusive and can offer the opportunities to develop social networks and
strengthen social capital to reduce social isolation, exclusion and loneliness.

Furthermore, the use of therapeutic recreation offers a practical means to provide an
enabling environment for enhancing the meaningful connections to aid choice, selfdetermination, autonomy and being heard. As alluded to in Chapter Six, mental health
settings which espouse recovery-oriented practice must advance this notion further to
include opportunities to enhance choice, self-determination, and autonomy for
individuals to live a composed and empowered life. Another important aspect revealed in
the study is the need for meaning and purpose for persons with a lived experience. The
TR project was regarded as much more than just a fun recreation activity, but as a deeply
meaningful and purposeful experience. The findings demonstrate that participants
adopted the role of educators who pride themselves in being experts by their lived
experience and this led to strong sense of united purpose.

Hence, it is recommended that mental health services use therapeutic recreation as a
tangible means to promote meaningful engagement and form authentic connections with
persons with a lived experience. Services should also facilitate inclusive, purposeful, and
self-determined activities to create a strong sense of friendship, community, united
purpose and belonging to enhance mental health. Programs such as Recovery Camp
comprises of freely chosen recreation pursuits that are purposefully structured to enhance
holistic health. Similar types of freely chosen recreation should be embedded in holistic
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care provision to allow for an easily accessible pathway for meaningful engagement in
life. This can take the form of walking groups, having picnics, taking up tai chi, dancing
or undertaking outdoor sporting activities such as soccer. To enhance autonomy the
individual must be able make the decision about the choices of activities they wish to
engage in. As for practical implications the knowledge generated can benefit TR
practitioners, community mental health services; mental health professionals and those
with an interest in TR and/or mental health recovery. The community GP referral
framework known as social prescribing (Dayson et al. 2016) and Government funded
schemes, such as the National Disability Insurance Scheme in Australia (Nevile et al.
2019), further offers potential avenues for individuals to exert greater choice and access
to TR services.

Another area of interest associated with the adopted role of being educators was the
profound impact on reducing self-stigmatising attitudes through the direct and immersed
contact with the nursing students. Similarly, these findings are congruent to the findings
of the participatory action research study by Ariss and Lacroix (2019) which offered
creative activities to reduce stigma and empower participants through inclusion. The
authors contend participants experienced numerous benefits from the activities, such as
having a safe place for self-expression which instilled hope and self-wisdom. In contrast,
it was evident from the participants words that stigma and social exclusion is still deeply
experienced in the community and remains a predominate barrier to mental health
recovery. Undeniably, the reduction of stigma remains a high priority and a major concern
for mental health services, particularly to aid meaningful connections, improve help
seeking behaviours and ultimately enhance mental health outcomes for persons who are
considered hard to reach. Amongst some of the substantial mental health reforms
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recommended to the Australian Government by the Productivity Commission, Mental
Health, Report no. 95 (2020b) to address significant gaps in mental health care relate to
stigma reduction initiatives. Whilst acknowledging stigma existing within the health
system can negatively influence mental health care, the report asserts stigma reduction
measures necessitate an enduring commitment over an extended period to ensure
reductions in stigma are effective. As such, the findings of the report (APC 2020a, p. 16)
recommends the use of stigma reduction programs as part of a National Stigma Reform
Strategy which include:
…developing contact interventions that involve interactions between health professionals
and mental health consumers, on an equal footing outside of a clinical setting. Stigma
reduction programs should initially be included in training programs for mental health
nurses, with the aim of developing evidence as to their effectiveness.

As such, educational platforms outside of the traditional academic and clinical settings
can be served by TR programs, similar to Recovery Camp, and deliver insights and
understanding from the expertise of persons with a lived experience. Undoubtedly, the
completion of the present study is well timed at a juncture where the view that nursing
undergraduate students learning from persons with a lived experience is gaining national
recognition as a means to reduce stigma and empower marginalised persons (APC 2020b;
Happell et al. 2019). This study has demonstrated that Recovery Camp has been perceived
positively and has empowering impacts for persons with a lived experience through their
roles as educators. The insights gained can be considered alongside the positive insights
also gained from the students’ perspective. A study by Moxham et al. (2016) reported on
the students perspective of their learning during Recovery Camp and demonstrated
numerous benefits. These included increased clinical confidence, increased compassion
and empathy and a desire to enter mental health care as a career rather than being avoidant
of the profession after being exposed to past negative experiences of clinical settings.
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Another important finding from the present study has practical implications directly
related to reducing the impact of stigma experienced from the community, friends and
family and health care professionals. Specifically, stigmatising attitudes and
marginalisation can intensify pre-existing trauma and may cause additional iatrogenic
trauma from coercive and/or paternalistic health care practices (Brophy et al. 2016; MuirCochrane et al. 2019). Participants described a perception of some in-patient mental
health services whereby they did not feel psychologically safe enough to be their authentic
selves and have their views respected and heard. There were powerful accounts of trauma
and stigma described by participants which led to a disconnection and disengagement
with services and the community, much to the detriment of their mental health. The
findings of this current study have demonstrated the socially inclusive and respectful
environment of Recovery Camp was perceived as a safe psychological place. This study
has revealed that meaningful connections exist where persons feel respected and heard
without judgment and consequences of further marginalisation. The enabling
environment and the safe psychological space of the TR program supported participants
to express themselves and express their trauma without stigma and fear. Recovery Camp
offered a safe psychological space for people to feel comfortable to express the trauma
they had experienced over many years. Participants powerfully described the many layers
of trauma experienced which compound those difficulties already experienced daily.
Expressing trauma in a safe non-judgemental place whereby they felt listened to and
respected aided healing and psychological growth.

It is crucial for services to understand and adopt the creation of authentic formal and
informal spaces in which people feel heard and their perspectives respected. The formal
space include involvement in the planning and delivery of the TR program through focus
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groups, surveys and individual discussions. As demonstrated by this study, creating an
informal social space to be heard was meaningful to the individuals where they could
choose the topic and depth of conversations with many other individuals, in individual
discussions, in groups, with nursing undergraduate students and with peers. The
authenticity and respectful approach of the conversations held between persons was the
key factor to its success.

Recovery Camp used nature-based TR activities such as sitting by the campfire or on the
bank of the river, as a safe and compassionate place for self-expression and nonjudgemental support for those experiencing loss and trauma. This study revealed a
number of factors derived from the themes that created a safe psychological place. The
type of setting (nature-based; campfire; river; woodlands), the type of activity (TR; wall
climbing; dancing; archery), the type of relationships (respectful; equal) and the type of
organisational culture (inclusive; immersive; empowering) enabled the expression of past
trauma without adding to the pre-existing trauma. It is recommended that traumatic and
stigmatising experiences are acknowledged and heard, and the experiences of persons are
listened to in safe psychological settings and particularly where they are able to influence
the manner of their care.

As articulated by the Australian Productivity Commission (2020b), the future health care
workforce needs to have a broader understanding of mental health practice rather than
solely relying of the knowledge gained within the clinical setting. The report also
contends the Australian National Mental Health Commission should lead the delivery of
a transformed long-term stigma reduction strategy that focus on various groups, such as
existing health professionals, which centres on gaining an empathetic understanding of
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the experiences of persons with a mental illness within sectors of the community (APC
2020b). There continues to be systemic organisational and culture barriers within
traditional mental health settings inhibiting the voice of persons with a lived experience
to be heard and acted upon (Byrne et al. 2019; Happell et al. 2019). The use of peer
support workers or consumer advocates as a concept has emerged to address these barriers
and influence health care but remains in its infancy. There are numerous factors which
inhibit the expertise from persons with a lived experience to be fully realised (Happell et
al. 2019). Often one peer support worker is employed as part of the multidisciplinary
team. In this context, the lone peer worker can experience stigmatising attitudes that still
prevail within mental health care organisations and their perspective to influence health
care can be minimised amidst competing priorities (Byrne et al. 2019). Despite the recent
shift for organisations to be inclusive of the first voice perspective currently there often
remains a significant power imbalance which favours the medical model where the
opinion of psychiatric doctors remains dominant. Mental health practice must be
consumer driven and not provider led. Hence, the extensive evidence on the perceived
power imbalance in mental health care, needs to be addressed and a more equitable
balance achieved.

The presence of stigma may persist within health settings toward persons with a mental
illness because of the context of the form of contact they have. Contact between each
other most often occurs when there is a relative power imbalance and persons with a
mental illness are at their most vulnerable (Australian Productivity Commission 2020b;
Reavley et al. 2014). Indeed, it is the nature of direct contact with persons with a lived
experience rather than the amount of time of direct contact that is most likely to positively
influence stigma reduction and redress the power imbalance (Reavley et al. 2014). The
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APC (2020b) contends this form of stigma reduction for existing professionals needs to
occur outside of the clinical setting whereby there is a sense of equality. In this current
study an equal distribution of power and equality within the social relationships was
experienced by participants. Hence, it is recommended that the notion of learning from
the first voice perspective can expand to include existing health care professionals as part
of their formal professional development. By involving health care professionals in TR
programs, such as Recovery Camp, alongside persons who are experts by experience as a
means to understand the first voice perspective of clinical care. In doing so, health
professionals can immerse themselves and engage in the opportunity to reflect upon their
practice, identify stigmatising attitudes and potentially make positive changes to the
manner they would typically practice in clinical settings.

Furthermore, the multiple forms of social relationships that developed during the TR
program enabled participants to become more trusting of the nursing profession which
has the potential to strengthen the therapeutic alliance for future interactions and helpseeking behaviours. It is recommended that mental health services use nature-based
recreation as a therapeutic means to foster meaningful engagement and enhance the
therapeutic alliance particularly with people who are hard to reach and have disconnected
from others.

Enabling the first voice perspective to influence mental health care has significant merit
to readdress the existing power imbalance. For example, opportunities can be provided
for consumers of services to exert greater control and autonomy and act in leadership
roles. Consumers can be empowered to collaborate with motivated and committed
staff/organisations, alongside fostering the broad skills of teams and co-production
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(Lauckner et al. 2018). Throughout the period of undertaking the current study, the
leadership involvement of participants has grown. Participants have eagerly adopted the
role of co-facilitators during the debriefing sessions after each activity and have chosen
and led the topics for the group discussions to enhance the students’ learning. More
persons with a lived experience have adopted the role of group leaders of the activities.
This consumer-driven and person-centred approach continues to enable personal
flourishing at the individual’s chosen pace. This study has shown that the introduction of
TR programs such as Recovery Camp offers a viable alternative for a person with a lived
experience to act as leaders and collaborate in partnership with academic and mental
health care nursing staff. At each Recovery Camp up to forty persons with a lived
experience attend, and all contribute towards the ethos of Recovery Camp. Their
contribution appears to have a substantial impact on their well-being and the learning of
the undergraduate nursing students. Indeed, the Australian Productivity Commission,
Mental Health, report (2020, p. 371) has directly acknowledged the value of Recovery
Camp for persons with a lived experience in its efforts to reduce stigma through the
multiple types of positive social interactions outside of a clinical setting. The report
further mentioned Recovery Camp as a cost-effective mental health program with mutual
benefits for both persons with a lived experience and mental health professionals and
substantiates the assertions of this current study.

Finally, understanding the importance of being heard to validate a person’s experience is
not a new theoretical concept. Yet the use of immersive and socially inclusive naturebased TR has been shown by this study to enable people to re-connect and re-engage with
mental health nurses to foster their own realisation of recovery through educating others
of their lived experience. With six camps being held annually this means more persons
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have the opportunities to be empowered to lead and educate others. The partnerships
formed with persons with a lived experience towards their recovery continues to flourish
with more individuals developing and contributing their strengths over time.

This study has indicated that many of the systemic and organisational barriers that exist
in some MH care settings do not exist in the culture and organisation of Recovery Camp.
The use of a TR program to enhance mental health, subjective and psychological wellbeing without adding to any pre-existing trauma as well as addressing issues of social
justice, stigma and equality are evident.
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FINAL REFLECTION
It has been an extraordinary learning experience for me to undertake this research study.
Since my involvement, from an undergraduate nursing student to a PhD candidate, I have
anecdotally witnessed remarkable changes in people who regularly attend Recovery
Camp. These people include persons with a lived experience, group facilitators,
researchers, undergraduate nursing students as well as myself. I have discovered and used
a research methodology that suits my personal philosophy and the manner I naturally
connect with people in my professional role. I am a nurse who works predominately with
people, their emotions, and their stories. I see mental health professionals as walking
alongside people during periods of recovery whilst they make sense of their world for
their own personal growth. As such, generating research through understanding the
subjective experience is essential to this therapeutic approach.

It was with a great sense of responsibility and trepidation that I embarked on this research
study to accurately reflect the first voice perspective. I was concerned I would
misinterpret the core essence of meaning or would not be able to find the right words to
fully express and do justice to their experiences. I wondered whether they would be open
to sharing such personal aspects of their lives. Fortunately, there was no need to worry
because their words and enthusiasm spoke volumes. Each person expressed themselves
authentically in words better than I could ever write and they were generous in their
sharing what they considered meaningful to them in their lives. Their words touched me
deeply in so many ways. Undertaking this research study has privileged me the
opportunity to truly get to know people, the complexities of their stories and the depth
and breadth of their recovery. It is a humbling and joyous experience to witness the way
people have faced their own personal challenges and discovered ways, unique to
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themselves, to confront any challenges and flourish during their involvement with
Recovery Camp.

Their words have contributed much to the theoretical knowledge gained and has also been
influential in my role as a registered nurse. Their honest appraisals about their meaning
of stigma, trauma, discrimination and negative health care experiences still resonant with
me, all of which reminds me as a professional to centre on the person and their meaningmaking and consistently advocate a recovery-oriented and person-centred approach.
Mental health care professionals would be wise to focus on the expertise of persons with
a lived experience as a body of unique knowledge. In many instances, mental health
professionals would greatly benefit from stepping outside of the clinical setting and
interacting with persons with a lived experience in a contextual setting that is on a more
equal footing. This may expand their insight of the person behind the illness and refocus
on forming collaborative relationships by forming meaningful connections to aid the
therapeutic alliance.

As a group facilitator at Recovery Camp, I also discovered the enormous value of the
strength-based approach and celebrating seemingly small successes and each individuals’
diverse talents. What would appear to be small gains for some can actually be life
changing for individuals as they embark on a transformation towards self-agency. For
instance, it can be very challenging for a person who experiences social anxiety to attend
a camp with over 80 people. For some, just being in the social space at Recovery Camp
is the achievement. As mental health professionals we need to be mindful of our own
expectations and misconceptions. There is a danger of missing the small significant steps
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towards self-agency and the movement from one state to a more positive state whilst
navigating life’s hurdles the best way they can at their own pace.

I have also anecdotally witnessed remarkable changes for the undergraduate nursing
students as they embark on their future nursing career. Many of whom have been inspired
to enter the mental health profession following their involvement at Recovery Camp.
These newly registered nurses have continued to form a respectful connectedness with
persons with a lived experience in their professional roles. This leads me to believe the
future of mental health care is in good hands and I remain hopeful for further positive
changes in many mental health care settings.

My personal journey as a researcher has taken an unexpected detour during the last
eighteen months. I live on the Far South Coast of NSW and my family and I were deeply
impacted by the Australian bushfire season. During the end of 2019 and the beginning of
2020 Australia experienced unusually intense bush fires which destroyed over 46 million
acres of natural habitat. Known as the Black Summer, my home and my community were
surrounded by uncontrolled fires and we were evacuated. My in-law relatives lost their
home, people died, and we saw our villages and our landscapes burnt to ashes. This
occurrence had a profound effect on us, and it has taken a long time for the community
to heal from the life threatening and life changing trauma. As this event was unfolding,
the whole world was plunged into the Covid-19 crisis. My children were home schooled
as part of the social distancing measures and the world stood still. These stresses of life
slowed my thesis writing and the deep immersion of my research. As I reflect upon my
personal journey, I can image the distress of trauma and social isolation on mental health.
It is with the deepest respect that the value of TR interventions like Recovery Camp
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appears ever more pertinent after this difficult period. Yet, like myself, my family and my
community, we have persevered to come through these traumatic times and value what is
meaningful to us in order to flourish. Indeed, the value of sustaining connections with
others and with nature is even more meaningful.

Ultimately, I believe this work will inform others of the meaningful connections that can
be made whilst engaging in nature-based TR programs to enhance mental health. The
future of programs of this nature is bright and there remain passionate persons willing to
commit their time and energy to such worthwhile projects.
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APPENDIX 1

PARTICIPATION INFORMATION SHEET
TITLE: Evaluation of the Recovery Camp – INTERVIEWS (Investigator Picton)
PURPOSE OF THE RESEARCH:
This is an invitation to participate in a study
conducted by researchers in the School of Nursing (SN) and School of Education (SE).
The purpose of the research is to investigate what it is like to be involved in the Recovery
Camp.
INVESTIGATORS:
Prof Lorna Moxham (Team Leader) Mr Chris Patterson
SN
SN
02 4239 2559
02 4239 2516
lmoxham@uow.edu.au
cpatters@uow.edu.au
Dr Dana Perlman
SE
02 4221 3885
dperlman@uow.edu.au
Stewart Alford
PhD Student
@outlook.com
Luke Molloy
SN
02 4429 1523
lmolloy@uow.edu.au

Dr Renee Brighton
SN
02 4221 3614
reneeb@uow.edu.au

Ms Ellie Taylor
Tim Heffernan
PhD Student
ISLHD
02 4239 2137 tim.heffernan@health.nsw.gov.au
elliejo@uow.edu.au
Caroline Picton
PhD Student
cjp977@uowmail.edu.au

Natalie Cutler
SN
(02) 4221 4278
ncutler@uow.edu.au

METHOD & DEMANDS ON PARTICIPANTS:
If you choose to be included you will
be asked to complete an interview with investigator Picton (PhD student). Investigator
Picton will ask for up to thirty volunteers to complete an interview. This will be digitally
audio recorded. Discussion topics may include: your mental illness, personal recovery,
and self-determination. Your involvement in the study is voluntary and you may withdraw
your participation from the study at any time by contacting Prof Moxham. The interview
is completely confidential, and data will be stored securely in accordance with University
of Wollongong policies and guidelines. If you choose not to participate in the study, there
will be no effect on your relationship with the University of Wollongong, the School of
Nursing or the School of Education.
POSSIBLE RISKS, INCONVENIENCES & DISCOMFORTS:
Apart from
approximately 30 to 75 minutes of your time for completion of the interview, we can
foresee minimal risks for you. If you do become distressed as a result of participating in
this research, help is available from Lifeline – PH: 13 11 14.
BENEFITS OF THE RESEARCH: This research will provide information regarding
involvement in the Recovery Camp and how this may or may not benefit you. Findings
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from the study will be published in journal articles and presented as conference papers.
You will not be identified in any part of the research.
ETHICS REVIEW & COMPLAINTS: This study has been reviewed by the Human
Research Ethics Committee, of the University of Wollongong, reference no. HE16/060.
If you have any concerns or complaints regarding the way this research has been
conducted, you can contact the Ethics Officer on (02) 4221 3386 or email rsoethics@uow.edu.au
Thank you for your interest in this study.
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APPENDIX 2

CONSENT FORM FOR - The Recovery Camp – INTERVIEWS (Investigator Picton)
PROJECT TITLE: Evaluation of Recovery Camp
PROJECT & RESEARCHER:
I have been given information about the project Evaluation of the Recovery Camp and
had an opportunity to discuss the research project with Professor Lorna Moxham who is
leading this research in the School of Nursing at the University of Wollongong.
I have been advised of the potential risks and burdens associated with this research,
which include inconvenience (approximately 30-75 mins of my time) and have had an
opportunity to ask Prof Moxham any questions I may have about the research and my
participation.
I understand that my participation in this research is voluntary, I am free to refuse to
participate and I am free to withdraw from the research at any time. My refusal to
participate or withdrawal of consent will not affect my treatment in any way my
relationship with the School of Nursing or my relationship with the University of
Wollongong.
If I have any enquiries about the research, I can contact Professor Lorna Moxham on
lmoxham@uow.edu.au or PH: 42392559 or if I have any concerns or complaints
regarding the way the research is or has been conducted, I can contact the Ethics Officer,
University of Wollongong on (02) 4221 3386 or email rso-ethics@uow.edu.au
By signing below, I am indicating my consent to participate in an interview related to my
experience in the Recovery Camp.
I understand that the data collected from my participation will be used to inform nursing
practice in the School of Nursing. It will also contribute to the submission of journal
articles and papers which will be presented at conferences and I consent for it to be used
in that manner. I understand that I will not be identified in any publication that arises
from this research.

Full Name ______________________________________

Signed

_______________________

Date ____________
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